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OvaRIAN tumours are divided into those which are cystic and those 
which are solid, and both may be either benign or malignant, the 
latter including the carcinomata, endotheliomata, papillomata and 
sarcomata. These malignant changes may affect the ovary primarily 
or attack it from some other organ more or less remote. Space, 
however, does not permit of a consideration of more than one of these 
varieties, and in this paper sarcoma of the ovary alone will be 
considered. 

Adami! defines a sarcoma as “a richly cellular tumour of the 
connective tissue type, the cells being of the vegetative or imperfectly 
differentiated order.” These tumours must have the “clinical 
significance of infiltrated growth and be possessed of malignant 
characters,” malignancy depending not only on the form of the cell 
but also upon its origin. 

Ovarian tumours are not uncommonly met with, and it was 
thought in the past that they were not often of a malignant nature, 
but, in the light of more recent investigations, this idea may require 
to be changed. Cohn? found malignant disease of the ovary in 16°6 
per cent. of 600 cases of ovariotomy performed by Schréeder. 
Leopold found a similar condition in 26 out of 116 laparotomies for 
ovarian tumours. The value of such statistics depends on the care 
and regularity with which every ovarian tumour is examined micros- 
copically, no matter how benign it may appear to be to the naked eye. 

Of all of the malignant tumours of the ovary, sarcomata are 
undoubtedly those which are the least frequently met with, but this 


* Read before the Gynecological Section of the Ontario Medical Asso- 
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statement is a matter of dispute, authorities differing upon the 
microscopic characteristics of a tumour necessary for one to 
pronounce it a sarcoma. Bland Sutton,? for instance, claims that 
almost every solid tumour of the ovary is sarcomatous. This is 
rather an extreme view to take, but undoubtedly a large proportion 
of such growths are malignant. When the clinical history is 
considered along with the microscopic appearances, surely it ought 
not to be difficult to make a differential diagnosis in the vast majority 
of cases. Given a rapidly growing solid tumour of the ovary, in 
which carcinoma and endothelioma can be excluded, you may feel 
quite safe in making a diagnosis of sarcoma. At the Wurtzburg 
Frauenklinik* twenty cases of sarcomata were found in 295 ovarian 
tumours. Four of these were seen in children under twenty years of 
age and, of these four, three were of the round-celled variety. 

My own experience in ovarian tumours has not been very large, 
only 65 having been operated on by me during twenty years’ practice, 
but of these no less than fourteen were of a malignant nature. These 
were divided as follows : — 


Sarcomata : 

Right ovary ... 

Left ovary 

Double ... 
Carcinomata pie a 
Mixed sarcoma and carcinoma ... 
Papilloma malignun ... 


14 


This shows an unusually large proportion of sarcomata, but the 
specimens have been examined and my own diagnosis confirmed by 
the various pathologists of the Montreal General Hospital, and, I 
regret to say, by speedy recurrence in a number of cases. In two 
of these the uterus was also affected, once primarily and once 
secondarily. 


Varieties. 

Ovarian sarcomata are divided into cystic and solid, each of 
which is again classified according to its histological structure. F. 
Taylor® collected ten cases in which sarcomatous tissue had infiltrated 
the wall of ovarian multilocular cysts. The cells forming this 
infiltrating tissue were as follows :—3 spindle-celled, 3 mixed round- 
and spindle-celled, 1 large round-celled, and 3 in which the form of 
cell was not mentioned. In the two cases reported by Pfannenstiel 
and Simoff, both sarcoma and carcinoma were seen in the same 
tumour. Melanotic sarcoma, when primary, is the rarest form of 
malignant disease affecting the ovary, being much more often 
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observed, comparatively speaking, in the external genitals. This is 
probably due to the fact that pigment is normally present in that 
region. Out of six cases of melanotic sarcoma of the ovary collected 
by Basso,® only one was primary. 

In my own series, one was of the small round-celled variety, in 
one the cells were oat-shaped (in this case there was also carcinoma 
present), and five were composed of spindle-shaped cells. One of the 
latter was a true solid fibro-sarcoma. Five of the tumours were 
primary, of which one was associated with carcinoma and two were 
secondary, both ovaries being affected in only one instance. 

The size of these tumours varies from that of a cricket ball to one 
almost filling the entire abdomen. In one of my cases the growth 
measured 74 by 67 cms. in circumference and weighed 5,140 grammes. 
The tumour is glistening on the surface and of a bluish-white 
congested appearance and somewhat mottled. The vessels running 
over its surface are congested and numerous. It is usually lobulated 
and of an irregular consistence, feeling dense and solid in some spots 
while in others it is soft. The wall is, as a rule, very friable, 
allowing a soft, dull-looking, brain-like substance to escape. When, 
however, the growth is of the fibroid variety, it is very hard, but 
here also it is apt to be friable. 


Symptoms. 

In the earlier stages it may have very few symptoms, but these 
soon appear. 

It has little or no effect upon menstruation, but when this is 
affected the flow is increased in amount and becomes more or less 
painful. 

It apparently affects multipare and nullipare equally and may - 
be met with at any age. The very young, however, are especially 
susceptible to it. Doran has seen it affecting both ovaries in a seven 
months’ fetus. Bland-Sutton reports sixteen sarcomata out of sixty 
ovarian tumours in children. The first period of exceptional liability 
ends at puberty and the second extends from 25—45 years. While 
it is usually bilateral in children, it is more often unilateral in adult 
life. 

Pain may be an early symptom. This may simply be a “down- 
bearing” sensation or sharp and lancinating in character, the latter 
being the more common. In my own cases, pain induced the patient 
to seek advice in five cases, while it was not complained of at all in 
two. In one, the first symptom was incontinence of urine but in this 
case the ovaries were secondarily affected, the vesical irritation being 
probably due to disease of the fundus uteri. One patient who had a 
very large tumour on admission into hospital complained only of 
nausea and swelling of the abdomen, the case strongly resembling at 
first glance the pathological vomiting of pregnancy. 
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The woman usually first comes complaining of a rapidly-growing 
abdominal swelling. She is weak and more or less emaciated, 
although it is surprising how well some of these patients retain their 
flesh until comparatively late in the disease. Usually cachexia is 
marked before the sarcoma has been present many months. A thin 
leucorrheal discharge is frequently present although there is nothing 
which is characteristic of the disease to be observed about it, either 
microscopically or by the naked eye. 

The growth very frequently produces ascites, which is discovered 
in the usual manner. It also frequently exerts pressure upon the 
bladder and rectum, thus interfering with the functions of either of 
these organs. It may infiltrate the broad ligaments and give rise to 
such constriction of one or other ureter as to cause hydronephrosis. 
The same may take place as regards the rectum, thus causing death 
from obstruction of the bowels, as took place in the recurrence in one 
of my own cases. 

Glandular enlargement is not marked until late in the disease, 
but secondary deposits may form in the lungs, giving rise to the 
symptoms of pulmonary consolidation. 


Treatment. 

The only effectual method of treating these growths is to remove 
them in toto. Not only should the diseased ovary itself be taken 
away, but the uterus and the appendages of the opposite side, 
whether they present any evidence of disease or not, as if one ovary 
is left it becomes affected sooner or later in the great majority of 
instances. The removal should be effected through an incision in the 
anterior abdominal wall, and the greatest possible care should be 
taken to remove the diseased organ entire and not to allow of the 
escape of any of its contents into the peritoneal cavity, as this would 
be sure to be followed by a speedy recurrence. 

While the above is the only method of treatment which holds out 
any degree of hope in these cases, it is quite within the bounds of 
possibility that some form of radio-therapy will be found which will 
replace it or at least may be used after operation to prevent 
recurrence. These growths are deepseated and, while both Roentgen 
rays and radium are being used with some success in the treatment 
of superficial malignant disease, it is very doubtful if they are of the 
slightest use in those affecting the deeper structures, although cases 
have been recorded where they were beneficial. For example, M. 
Kretschner? collected ninety cases of sarcoma treated by the appli- 
cation of the Roentgen rays. Of these tumours some were in the 
ovary and one large round-celled sarcoma of the ovary entirely 
disappeared after six months treatment. The tumours which are 
most susceptible to this method are those of the quickly growing 
round-celled variety, which are rich in blood-vessels. 
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Serums, such as Coley’s, are unreliable but may be tried in 


inoperable cases, as some practitioners claim to have obtained good 
results from their use. 


Prognosis. 


If the growth is not interfered with, the patient dies from rapid 
spread of the disease or else of some complication induced by it, such 
as obstruction of the bowels. It attacks neighbouring structures 
before those which are more remote, the peritoneum, omentum, 
stomach, pleura, lungs, uterus, liver, diaphragm and kidneys being 
the order of frequency with which they are affected. 

Even after complete removal of the seat of disease, one is not safe 
as we can only expect to have from 25—50 per cent. of the patients 
remain free from recurrence. This is a terribly high rate of mor- 
tality, and shows that we cannot be too careful to make a clean sweep 
of the uterus and both sets of appendages intact, together with as 
much of the broad ligaments as possible in cases where we have the 
slightest cause to consider the tumour to be of a sarcomatous nature. 
I am sorry to say that my own cases have a high rate of mortality 
from early recurrence. One of the cases was inoperable when first 
admitted to my ward, the whole of the contents of the pelvis being 
matted together into one compact mass of sarcoma. In another case, 
the tumour was cystic and of the spindle-celled variety. It ruptured 
during extraetion, allowing a quantity of brain-like substance to 
escape into the peritoneal cavity. The patient made a good recovery 
and left hospital apparently well and free from disease, but died 
within two months from the date of the operation, the whole pelvis 
and lower abdomen being filled with sarcomatous tissue. In a third 
case the tumour, which was cystic, and of the small round-celled 
variety, was densely adherent to the pelvic walls. It ruptured 
during the separation of the adhesions, allowing of the escape of 
material similar to that seen in the last case. Local recurrence 
occurred at once, followed by death from obstruction of the bowels 
caused by infiltration and pressure just two months from the day 
of the operation. A colotomy was attempted but the tissues of the 
abdomen were too extensively infiltrated to allow of its being 
successful. The other four patients are alive and well at the present 
moment, all having been heard from within the last day or two. 
They were operated on May 3, 1903, December 6, 1905, and 
September 10, and November 26, 1908, respectively, the last two 
being too recent to be of any value from a prognostic point of view. 
The nature of the growths in these patients who are still alive was 
fibro-sarcoma in three (two cystic and one solid), and in the other 
one the cells were oat-shaped and carcinoma was present as well. 

Judging from our present knowledge, all ovarian tumours® ought 
to be removed as soon as discovered, and great care should be exer- 
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cised not to allow of the escape of any of their contents during 
operation. All should be most carefully examined microscopically by 
an experienced pathologist, as malignancy is thus often discovered 
which otherwise would escape notice. If any sign of this is seen, the 
uterus and ovary of the opposite side should be removed at as early 
a date as possible, if we would give our patients the best chance of 
cure. 


Caser. Mrs. J. C., aged 51, was sent to me by Dr. C. J. Edgar, 
of North Hatley, P.Q., in April, 1903, complaining of pain in the 
lower abdomen and a leucorrheal discharge. In 1901, after one 
year’s amenorrhea, she had hemorrhage from the vagina for one 
week. Throughout the following winter there was a bloody dis- 
charge, which continued, off and on, until admission to hospital. 
This discharge was not foul smelling, but occasionally had a “stale” 
odour. She began to have severe pain in the lower abdomen in 
December, 1902, and on this account she was curetted. There had 
been some loss of weight during the last six weeks. She suffered 
from indigestion all winter and in February; she passed masses 
resembling pieces of “flesh,” and had a great deal of hemorrhage at 
the same time. Her pulse, on admission, was small in volume, 
regular, and beat 115 to the minute. 

Examination showed the abdomen to be full and tense with the 
superficial veins of the upper and lower parts distended. There was 
a large mass to be felt in the right iliac region, which was tender. 
Dullness was elicited over the mass and in the right flank. There 
was also dullness in the left flank, but this disappeared on turning 
the patient over on her right side. 

The vaginal opening was capacious and a sanguineous discharge 
was present. The os was dilated and filled with blood-clot. The 
cervix was free, but the fundus was enlarged and lying to the front, 
and its mobility was impaired. A mass, the size of a large orange, 
was felt through the right fornix. 

On April 18, 1908, the uterus was curetted, the curette removing 
masses of blood and gelatinous material, and the abdomen after- 
wards opened. The right ovary was cystic and adherent to small 
intestine. During the separation of these adhesions the cyst 
ruptured, allowing of the escape of gelatinous contents somewhat 
resembling the material which was in the uterus. The right ovary, 
with its tube, was removed and the abdomen closed. 

The pathologist reported that the case was undoubtedly one of 
spindle-celled sarcoma of the right ovary and early recurrence was 
expected, but her doctor writes that the patient is still perfectly 
well and able to do her own house work. 


Case 11. Mrs. J. W., aged 59, was recommended to me by Dr. 
T. O. McLaren, of Lancaster, Ontario, and entered hospital on 
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December 5, 1905. She complained of bearing-down pains and a 
growth in the abdomen, neither having been observed until two 
months previously. There had been no loss of flesh, and her daughter 
stated that her mother had begun to look more “anxious” than she 
had done before. The pain was paroxysmal in character and at 
times was quite severe. The patient was well nourished and gave a 
good family history. Her menstrual history was negative, the 
menopause having come on when she was 58 years old. She had 
given birth to eight full-term children, the last having been born 
23 years ago. 

She had increased frequency of micturition during the day for 
some time, and her bowels were irregular, the feces at times con- 
taining blood. 

On making a vaginal examination, the fundus was felt to be 
small, retroverted, and freely movable. In front of it was a round, 
hard, tumour, the size of a small cocoa-nut, apparently connected 
with the uterus by a narrow pedicle. 

The abdomen was opened on December 6, 1905, and a quantity of 
fluid discovered in its cavity. The tumour was found to be one of 
the left ovary. It was very friable, so that it could not be drawn 
out of the abdomen with volsellum forceps, as these tore out each 
time it was attempted. The appendages of both sides were removed, 
although the right ovary appeared to be healthy. Dr. Gillies re- 
ported the tumour to be a spindle-celled sarcoma. The patient made 
an uneventful recovery and was reported well one week ago. 


Case ur. C.W., aged 31, und unmarried, was seen by me in 
consultation with Dr. W. J. Prendergast in November, 1906. She 
complained that six weeks previously, as she was bending forwards, 
she was seized by a sudden sharp pain in the lower abdomen on the 
left side. For some time she had felt what she described as an 
“hardness” in the abdomen and was able later to make out a distinct 
swelling in the left side low down. The pain in the side grew 
steadily worse and she began to feel a weakness in her back which 
soon became so severe as to prevent her doing any work. Her doctor 
noticed that the mass was growing rapidly. There was no vomiting 
but her pulse and temperature were above normal. Her previous 
health had been good and she attributed her present trouble to 
straining and reaching at the key-board of the telephone exchange at 
which she worked. 

Her menstrual history was absolutely negative. 

Examination of the heart and lungs revealed nothing abnormal. 

The centre of the lower abdomen was distended by a regular, 
firm, rounded mass, which was tense and resembled the pregnant 
uterus at the seventh month. There was no evidence of fluid in the 
flanks and the tumour was slightly mobile. The hymen was intact 
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and the cervix was soft and pushed well up against the pubic bone. 
The os was patulous but the fundus could not be differentiated from 
the mass in the lower abdomen. 

A diagnosis of an ovarian tumour with a twisted pedicle was 
made, and the abdomen opened on January 19th, 1906, the uterus 
and both sets of appendages being removed with little difficulty. 
The tumour consisted of the diseased left ovary, and its pedicle had 
two distinct twists on itself. It was somewhat adherent to the pelvic 
wall and ruptured during the separation of the adhesions, allowing 
shreds of the wall to remain attached to the sides of the pelvis. 
These shreds were scraped away as thoroughly as possible. 

The tumour measured 16 x 14 x 9 inches. Its surface was ir- 
regularly lobulated and had the tube passing over it. On section it 
was pale, showing firm and softened areas. Sections showed in some 
parts structures resembling spindle-celled sarcoma, while in other 
parts there was a definite alveolar arrangement, made up of cells 
resembling epithelial cells. The whole picture was that of a tumour 
presenting sarcomatous and carcinomatous structures. 

The patient made an uneventful recovery and there was no sign 
of return of the disease when she left hospital at the end of four 
weeks, but on March 20 I again saw her and the whole of the lower 
abdomen was filled with a return of the growth, from which she 
died a few days later. No autopsy could be obtained. 


Case tv. Mrs. F. C., aged 40, was recommended to the ward by 
Dr. Patrick. She complained of incontinence of urine and a tumour 
in the abdomen. The incontinence began to manifest itself in 
October, 1907, and in December a tumour was discovered in the 
lower abdomen. She then began to have an aching pain in the 
abdomen, her bowels became very constipated and she had an attack 
of “inflammation of the bowels,” this being relieved by emptying 
the rectum. For the four weeks before entering hospital, she had a 
thin, sero-sanguineous discharge from the vagina, but this had no 
odour. She lost six pounds in two months. 

Although married for eighteen years, she had only been pregnant 
once, this terminating in a miscarriage at the 5th month. Otherwise 
her menstrual history was unimportant. 

On examination of the abdomen, a mass rising 1} inches above 
the pubes, firm and fixed, was felt to the left of the median line. 
To the left of this again, a mass the size of a golf-ball, which was 
firm, rounded and painless, could be felt. The cervix was small, 
soft and pushed to the front. An ovoid mass, the size of a large 
hen’s egg, was felt through the posterior fornix. This came down to 
within 14 inches of the vaginal orifice, was continuous with the 
uterus and of varying consistence. The fundus was small, anteflexed, 
and slightly mobile in a vertical direction. On inspection, this 
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vaginal mass was seen to be of a purplish colour, and to have 
three perforations on its surface through which material resembling 
blood-clot protruded into the passage. In fact, this mass strongly 
resembled the appearance of a vaginal nodule in chorioepithelioma. 

On the 17th of January, the abdomen was opened, but every- 
thing was found to be so matted together that it was closed without 
making any attempt at removing anything except a few clippings 
for the pathologist, their examination revealing fatty tissue and 
round sarcoma cells. 

In the following March, she was re-admitted with signs of pul- 
monary involvement, but these cleared up in a short time, and she 
was again discharged. She died in a few weeks at her own home, 
and no autopsy was permitted. 


Case v. M.G., aged 26, single, was sent to the Montreal General 
Hospital by Dr. Fraser, of Georgeville, P.Q., complaining of 
“stomach trouble” and a growth in the abdomen. This had started 
on December 20, 1907, the stomach being irritable and bowels very 
constipated. She was compelled to take to her bed in a few days and 
only left it to come to the hospital. There was no pain, however, at 
any time. Her menstrual history was negative, she being regular 
every month with pain for the two days before the onset of the 
period. She was emaciated and anemic. 

Examination of the lower abdomen revealed a fullness in that 
region, but no rigidity. A hard, nodular mass could be felt rising 
out of the pelvis as high as the umbilicus. It was firm, tender, and 
inclined slightly to the left of the median line. The tumour did 
not fluctuate nor was there any evidence of fluid in the abdomen. 
The hymen was lacerated and cervix soft. The fundus was small, . 
lying to the front and tender, and attached to it posteriorly was a 
mass, the size of a cocoanut, which extended into the abdomen as 
above described. The whole mass was ovoid and slightly mobile. 

On January 13, the abdomen was opened and the uterus and the 
appendages of both sides were removed. The tumour involved 
the right ovary and was densely adherent to the sides and wall of the 
pelvis. In separating these adhesions, the capsule was torn, allow- 
ing of the escape of some mucoid, gelatinous material. Several 
areas of the peritoneum were infiltrated by the disease. During the 
separation and removal of the tumour, the right ureter was divided. 
Its end was sutured to the lower end of the abdominal incision and 
the kidney was subsequently removed. On March 8, there was 
such an extensive return of the disease as to cause obstruction of the 
bowels. Colotomy was attempted, but this was found to be im- 
possible on account of the extension of the growth and she died on 
March 10th. 


The pathologist reported that both ovaries were affected with 
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sarcoma of the small, round-celled variety, showing numerous 
mitotic figures. 


Case vi. Mrs. M.S., aged 37, entered the Montreal General 
Hospital on August 25, 1908. She complained of a tumour and 
pains in the lower part of the abdomen. This began a year and a 
half ago with soreness and pains in that region, especially on the 
right side. The abdomen soon became enlarged and increased in 
size until seven months before admission, since which time the 
patient thought that it had remained stationary. She had aching 
pains in the back and sharp pains in the right side. There was 
tenderness over both sides, especially the right. Her bowels were 
regular and there was no loss of flesh. 

The patient had given birth to five full-term children and her 
periods were regular but scanty. Two sisters and one brother died 
from pulmonary tuberculosis. Her heart, lungs, and kidneys were 
healthy, but there was some slight obstruction to the stomach-tube 
at a point at the level of the cricoid cartilage but there was no 
evidence of ulceration at that point. .There had been some difficulty 
in swallowing for six years but none of late. 

Examination showed the lower part and sides of the abdomen to 
be full and rounded, and the sides were tender. A firm, elastic, 
freely movable mass was felt in the above situation. <A large, firm 
mass was felt filling up the posterior fornix. This was continuous 
with the mass in the abdomen, which extended to the level of the 
umbilicus. 

On September 10, 1908, the diseased ovary with its tube was re- 
moved by abdominal section, there being no complication. It did 
not appear to be malignant so the appendages on the opposite side 
were not removed. The patient made a good recovery and is still 
in perfect health. 

The pathologist made a diagnosis of fibro-sarcoma. 


Case vit. Mrs. C.E.P., aged 49, was recommended by Dr. McKee, 
of Dansville, P.Q. She complained that her abdomen was distended ; 
this had been first noticed six weeks previously and had increased 
very rapidly since then. She had lost a great amount of flesh in the 
previous four weeks and was very emaciated on admission, presenting 
the typical “facies ovariana.” There was pain in the left iliac region 
and above and to the left of the umbilicus. Her family history was . 
negative and her own previous health had been good. 

Her periods had been regular and painless and the menopause 
had come on six months ago. She had given birth to eight full-term 
children. There was no leucorrhea. 

The whole of the lower abdomen was distended by an hard ovoid 
swelling. This extended from the pelvis to just above the umbilicus 
on the left and for 30°5 ems. on the right, the circumference of the 
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abdomen at the level of the navel being 89°5cms. Between these 
two points there was a sulcus. There was dulness in the right flank 
but none in the left. Nothing of importance could be made out per 
vaginam. 

On November 26, 1908, the uterus and appendages of both sides 
were removed through the abdomen. The tumour felt soft and 
cystic, so an attempt to reduce its size was made by thrusting a 
trocar into it but only a little thick, mucoid fluid came away. The 
surface of the tumour was very congested and hemorrhagic. There 
was some free fluid in the peritoneal cavity. 

The patient made an uninterrupted recovery and remains well 
at present. ; 

The tumour was the diseased right ovary and weighed 5,140 grms. 
(13 lbs.). It measured 74x67cms. On section, it was seen that 
there were numerous hemorrhagic areas in its substance, while at 
other portions it was of a dirty grey colour. Several cysts were cut 
across. These contained a bloody fluid. 

Microscopically, the sections were seen to be made up of a dense 
cellular mosaic, with no arrangement of the individual elements. 
The cells were distinctly “oat-shaped,” had a round or slightly ovoid 
nucleus and numerous mitotic figures were present. Numerous dilated 
lymph vessels and also blood vessels with very thin walls, consisting 
of merely one layer of endothelial cells, were seen. In other sections 
the arrangement of cells was distinctly carcinomatous. There was 
what appeared to be a connective tissue matrix in which were inlaid 
irregular columns or masses of intercommunicating epithelial cells. 
These cells were large, epithelioid in character, contained an ovoid 
vesicular nucleus, and were rich in protoplasm. Mitotic figures, 
although present, were not numerous. 

The diagnosis was an ovarian tumour containing both carcinoma 
and sarcoma. 
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Fibromyomata Uteri.* 


WITH REPORT OF SEVEN HUNDRED CASES, STUDIED 
STATISTICALLY AND PATHOLOGICALLY. 


By Exxtice McDonatp, M.D. (McGill), New York. 


THERE has been of late years much discussion and debate about the 
life history, dangers and treatment of uterine fibromyomata. The 
trend of these investigations has been to discredit the traditional or 
so-called conservative treatment of these tumours. Many facts have 
been brought out in regard to their dangers, and weighty arguments 
have been made in favour of their operative cure. The most im- 
portant changes or complications which have been studied in con- 
nection with fibroid tumours is their association with malignant 
changes either in the tumour itself or in its host, the uterus. 

This may have a very direct bearing on the treatment of these 
tumours, for if it can be proved that there is a large percentage of 
cases of malignant change in the growth itself or dependent on its 
presence in the uterus, a weighty argument has been made in favour 
of the radical treatment and removal. 

The other more grave complications and degenerations of fibroid 
tumours are those of hemorrhage and necrosis. These are chiefly of 
importance because of the danger of infection resulting from their 
existence in the tumour. It is of importance that the percentage of 
occurrence of these degenerations and the age at which they are 
likely to occur should be carefully studied, and it is also of import- 
ance that the percentage of occurrence should be reckoned at various 
ages in order to show whether, with increasing age there is a 
disposition for these changes to occur more frequently in fibroid 
tumours. 

For if these grave changes of necrosis and cancer occur more 
frequently with increasing age, and result in a proportionate 
mortality greater than that of the mortality from operation for 
fibroid tumours, then the menopause does not bring relief from the 
trouble of fibroid tumours, but brings more grave dangers. 

It has been the custom, since my paper of 1904, on the subject,! 
to collect all the known series and statistics of fibroid tumours and, 
combining them, to draw deductions from the composite series. This 
method of estimation of the complications and degenerations of fibro- 
myomata is not without its fallacy. Many of these series, beginning 


* Read at the Annual Meeting of the A.M.A. in Atlantic City, June 9th, 1909. 
1. Ellice McDonald, Journ. Amer. Med. Ass. 1904, May 21. 
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with Martin in 1888, were reported at a time when complete micro- 
scopic examination was not made of all tumours, but only of selected 
cases. In this way, many loopholes for error were opened and many 
complications and degenerations were overlooked. This is par- 
ticularly true of the complications of cancer and sarcoma, as is shown 
by Winter’s! two series. In his first series of 500 cases only the 
suspicious tumours were examined microscopically, and sarcomatous 
degeneration was found in 3°2 per cent. In his second series of 253 
cases, in which sections were taken systematically from all tumours, 
sarcoma was found in 4°3 per cent. Winter believes that if myomata 
were examined systematically, sarcoma would be found in about 
4 per cent. of all cases. 

The routine microscopical examination is not only of importance 
in regard to fibroid tumours themselves, but it is also of importance 
that the adjacent tissues removed at operation, such as ovaries, tubes 
and appendices, should be carefully examined. It is obvious that 
this was not the case in many of the series so frequently collected. 
Cullingworth, in his series of 100 cases, reported no cases of sal- 
pingitis, and many of the other series show similar omissions, which 
makes it clear that complete routine pathological examination was 
not made. For this reason it is thought best that, with this series 
of 700 cases, no other series be combined in order that the facts as to 
these changes should be as exact as possible. All these tumours here 
reported were examined pathologically, macroscopically and micro- 
scopically, and the adjacent and accompanying tissues removed at 
operation were also carefully examined. Thus it may be seen that 
all possible care has been taken to eliminate any source of error.? It 
is much better that conclusions should be drawn from one series of a 
sufficient number of cases carefully studied than that erroneous 
deductions should possibly be made from a large aggregation of 
inexactly studied cases. Therefore, no attempt will be made to 
combine this series with those of others and to draw comparisons. 


Anatysis oF AGE, ComMpLiIcATIONS AND DEGENERATIONS OF 700 Fisroip 
TuMoURS. 


Number. Percentage. 
CHARACTER, 

238 34% 
Multiple 462 66% 
Small 257 36°7% 
Medium 209 29°8% 
Large 234 33°5% 
Subserous 136 19°5% 


1. Winter, Zeitsch. f. Geb. u. Gyn., 1906, vii, 1. 


2. These cases were studied at the Bender Laboratory, and I am indebted 
Dr. Pearce, late Director, and Dr. Walbach, present Director, for their help. 
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RELATION OF AGE TO DEGENERATIONS. 
Percentage. 
(a) Necrosis. 
20-30 a... 5% 
30—40 71% 
40—5O ln... 75% 
50—60 la... 9°3% 
60—70 a. 29% 
(6) Calcareous Degeneration. 
a. Seyi 0% 
30—40 la... 2% 
40—5O ln. 16% 
50O—60 a... 14% 
60—70 a... 10% 
(c) Hyaline Degeneration. 
20-30 ln... 11% 


30—40 na. 


11°5% 
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40—5O a. 16°8% 
50—60 lai... 16°6% 
60—70 a. 10% 
(d) Adenocarcinoma. 
20—30 tits... 0% 
30—40 i... 0% 
40—50 ln... 3°6% 
50—60 ln... 63% 
60—70 ln... 9°5% 
(e) Squamous Carcinoma. 
20-30... 0% 
30—40 a... 0°4% 
40-50... 0°3% 
50—60 ln... 3% 
60—70 ln... 4°6% 
(f) Sarcoma. 
re 0% 
30—40 so n.. 0% 
40-50... 0°6% 
50—60 nn... 3% 
60—70 ln... 9°5% 
(g) Chorioepithelioma. 
0O—30 a... 0% 
30—40 ee n.., 0% 
40-50... 0°6% 
50—60 ln... 0% 
60—70 ln... 0% 
(h) Total Malignancy. 
20—30 ln... 0% 
30—40 eo n..,. 0°4% 
40—5O ln. 5% 
50—60 ln... 12°7% 
60—70 ln... 23°8% 
Autopsies iva “si es i 
Heart Lesions at Autopsy ... 1 SPOR. 


These tables include most of 700 cases, 280 of which were reported 
by me in 1904. The series also includes 26 cases, in which myomata 
were found at autopsy. 


The tumours are classified first as regards their character, and are 
recorded in percentages as well as in numbers. They are also classi- 
fied as to the complications and degenerations, and are reckoned in 
the same way. The age at which the tumours were operated upon is 
also arranged in numbers and percentages as to the various decades. 
The relation of the complication to the age of the patient is also classi- 
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fied and for convenience it is recorded in percentages alone, that is to 
say the number of cases in each decade can be readily seen from the 
age table, and the frequency of occurrence of each complication or 
degeneration is shown under each separate and individual complica- 
tion as a percentage of occurrence in the various decades. This was 
done with the hope of obtaining some idea of the frequency of each 
complication at the various ages in order to show whether the in- 
fluence of the menopause, which is the only argument for the ex- 
pectant treatment, was as beneficial as has been claimed. For if it 
is proved that with increasing age the frequency of grave complica- 
tions increases, a weighty argument in favour of early operation has 
been made. 

Age. The greatest number of these tumours came to operation 
between 40 and 50 years of age, as may be seen from the table, with 
a less number between 30 and 40, and still less between 20 and 30. 
Of all the patients operated upon less than 3 per cent were under 
30 years of age. 

Pathology: Character. The tumours were single in about one- 
third of all cases, and there was more than one tumour in the uterus 
in two-thirds of the cases. This is contrary to the usual belief that 
myomata are usually solitary, and is an argument against myomec- 
tomy unless it can be definitely shown that the uterus is not the host 
of other tumours than the one removed, as, in a number of cases, 
recurrence of the growth of fibroid tumours after operation has been 
reported. 

The division as to size has been based on the following scale: 
small, up to 4cm.; medium, 4 to 8em.; and large above 8cm. in 
diameter. In multiple tumours, the diameter of the largest tumour 
was taken as the determining factor. It will be seen that these three 
classes were almost evenly divided, there being a few more of the 
small tumours than of the others. The largest tumour noted weighed 
90 1b. and measured roughly 50x40x20cm. The tumour was re- 
moved at the autopsy from a woman weighing, after the tumour was 
removed, 651b., or less than the tumour itself. The tumour was 
single, showed considerable necrosis and calcareous degeneration, 
and caused pressure symptoms which brought about the death of the 
patient. A history of twenty years’ growth was obtained from the 
family physician. It grew rapidly during the first few years, and 
after it had arrived at the size of a six months’ pregnancy it grew 
slowly, but during this time incapacitated the woman from her 
customary activities. Several other tumours were noted between 40 
and 50 1b. in other cases. 

It will be noted that 234 tumours, or 33°5 per cent., measured 
more than 8cm. in diameter. It will also be seen that at least one- 
third of the women having fibroid tumours do not come to operation 
until those tumours have reached a large size. 
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Analysis as to position of the tumour was not easy, as it was not 
always evident to which of the classes the growth should go, but if 
a tumour projected against the mucous membrane or into the cavity 
of the uterus, it was called submucous, and if the greater part of the 
tumour was outside the uterine body it was classified as subserous. 
By combined is meant multiple tumours, one of each of which may 
be classified in one of the divisions. The comparative infrequency 
of submucous myomata is noticeable. 


Simple degenerations. The various degenerations cannot be 
estimated macroscopically, but require careful microscopical ex- 
amination, as the most common one of hyaline degeneration often 
shows no macroscopic evidence. Hyaline degeneration occurred in 
18 per cent. of all cases, and this degeneration with the increase in 
the age of the patient, as may be seen from the table, was more 
frequently found between forty and sixty years of age. 

In 65 cases (9 per cent.) calcareous degeneration, on the other 
hand, was present in very few cases below forty years of age, and 
was found most frequently between forty and fifty years of age with 
slightly decreasing frequency as the patient became older. The 
amount of calcareous degeneration varied very much, in one case 
being almost complete of the womb-stone type, 10cm. in diameter, 
and in others with moderate discrete calcareous deposit. An inter- 
esting circumstance was the association of calcareous degeneration 
in 6 out of 20 cases of fibroids and adenocarcinoma of the uterus. 


There were 20 cases (3 per cent.) of cystic degeneration, and a 
distinction has been made in this series between true cystic degenera- 
tion and necrosis going on to cavity formation. In this series the 
standard of Alban Doran that, a fibroid is not truly cystic unless 
it includes the cavity containing half-a-pint of fluid, has however 
not been adhered to, but tumours with smaller cavities have been 
judged to be truly cystic. There were no cysts of large size found, the 
largest containing approximately 1,000 ce. of fluid. Cystic degenera- 
tion is especially interesting from the fact that many cases of cystic 
degeneration prove to be sarcomatous, or it may be that there is a 
necrosis going on to cyst formation as in Graves’ four cases of cystic 
degeneration of which three were sarcomatous, and in Mary Schar- 
lieb’s! first series of six cases of sarcomatous degeneration, of which 
three were cystic, and of her second series of 100 cases, of which one 
showed sarcomatous degeneration and was cystic, and of the seven 
cases of sarcomatous degeneration of this series two were cystic and 
five showed necrosis and hemorrhage. 


Necrosis. All stages of necrosis and inflammation were noted. 
Necrosis occurred mainly in large tumours, in which, from the size 


1. Scharlieb, Mary. Journ. of Obst. and Gyn. of British Emp., October 1902, and 
Proc. Royal Soc. of Med., Dec. 1908. 
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of the tumour or other cause, the circulation was disturbed, and was 
evidenced on section by brownish yellow areas. There was usually 
considerable edema associated. This degeneration was present in 
57 cases (8 per cent.) and was found with increasing frequency as age 
advanced, being present, as is shown by the table of the relation of 
age to degenerations, in 29 per cent. over 60 years of age, in 9 per 
cent. between 50 and 60, and less often in the three previous decades. 
This degeneration is one of the most grave and dangerous changes 
in fibroid tumours, bringing as it does hemorrhage, inflammation, 
toxemia, and peritoneal infection; and for this reason it is important 
that the complications occurred more frequently with increasing age 


and that the menopause did not bring relief from this danger but 
increased it, 


Adenomyoma. The percentage of these tumours (3 per cent.) is 
about that usually found. They offered in this series nothing of 
special mark in gross appearance. 


Cancer. Adenocarcinoma occurred in 20 cases (2°9 per cent.). It 
occurred in no case below 40 years of age and was present more 
frequently as age advanced. The frequent association of this form 
of cancer with fibroid tumour has been recognized for some years since 
the more exact methods of examination, and it was noted in my 
paper of 1904 that “it seemed at least that, while the association of 
squamous carcinoma with fibroids is accidental, the occurrence of 
adenocarcinoma may be more or less influenced by the presence of 
fibroid tumours.” This statement has been borne out by many in- 
vestigators, notably Piquand, who has selected 179 cases of this 
association and has reported three cases of his own. Isolated cases, 
however, have little value or bearing on the treatment, for it must 
be proved that the liability to cancer is of sufficient importance to 
constitute an indication for the routine removal of these growths, 
and to do this not only must the total number of cases be noted, but 
the varying percentages of the forms of cancer and the age at which 
they occur. 

Squamous carcinoma was present as an association of fibroid 
tumours in 0°8 per cent. of cases, and the frequency of this association 
also increased with increasing age, being present in only one case 
below 40 years of age, in 0°3 per cent. between 40 and 50, in 3 per 
cent. between 50 and 60, and in 4°6 per cent. between 60 and 70. 

From a comparison of these two forms of cancer it will be noted 
that while 20 cases of adenocarcinoma occur as a complication of 
fibroids, only six cases of squamous carcinoma of the cervix are 
present. In other words, there are three times as many cases of 
adenocarcinoma as there are of squamous carcinoma. This propor- 
tion is entirely the reverse of the usual proportional occurrence of 
these two forms of cancer, as is shown by Piquand’s collection of 
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1,135 cases of uterine cancer in which he found 100 cases of squamous 
carcinoma to every 17 cases of adenocarcinoma. 

It is obvious therefore that while adenocarcinoma is relatively 
more frequently in association with fibroid tumours than is squamous 
carcinoma, this relationship may result from a common etiological 
factor, or the fibroids may predispose towards the occurrence of 
adenocarcinoma of the fundus. The fact that myoma of the uterus, 
as is well known, predisposes towards sterility, and that squamous 
carcinoma is found but seldom in women who have never had children 
may have something to do with the apparent frequency of adeno- 
carcinoma. In other words, women who have fibroids have no 
children, and so are not likely to have squamous carcinoma of the 
cervix. It is, however, believed that the percentage of sterility in 
fibroid tumours is much exaggerated, and that pregnancy very often 
occurs with an undetected fibroid. 

It may be that the common etiological factor isin the uterus itself, 
and that there is some quality in the organ which makes it liable to 
become the seat of fibroids and malignant disease. While a common 
etiological factor may play a part in the association of these forms of 
disease, it is probable that the fibroids have some part in the produc- 
tion of this association, and while fibroids may bear a causal relation 
to, or have a common cause with adenocarcinoma, the association 
with squamous carcinoma is accidental, and while the etiological 
relation of the combination of adenocarcinoma with fibroids is 
obscure, the fact of the large percentage of this complication remains 
to be taken into account in regard to the treatment of these growths. 

Sarcomatous degeneration. There are seven cases of sarcomatous 
degeneration amongst the 700 fibroid tumours. During the time the 
seven cases of sarcomatous degeneration were observed, there were 
twelve other cases of sarcoma of the uterus. It is difficult in some 
cases to decide whether a fibroid tumour has previously existed in the 
uterus, which is now the seat of extensive malignant disease, for the 
destructive malignant lesion may have caused a disappearance of the 
fibroid growth or the growth itself may have created tumour forma- 
tion to simulate the necrotic remains of a fibroid. This is particularly 
true of sarcomatous disease, and the small percentage in this series 
compared with others may be due to the fact that no tumour was 
included in this series unless it was distinctly shown that there was 
a true sarcomatous degeneration. 

This form of degeneration occurred in no case below forty years 
of age, and it may be seen from the table was present between 50 
and 60 years in 3 per cent. and between 60 and 70 years in 9°5 per 
cent. of the cases. 

The most marked characteristic of this form of degeneration was 
the fact that it was almost constantly associated with necrosis or 
hemorrhage. In fact, the presence of these two conditions should 
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be made an indication for the very careful examination of all the 
suspicious spots in such tumours. The importance of this examina- 
tion is well shown by the report of Winter’s two series which were 
referred to above. 


Chorioepithelioma malignum. There are two instances of this 
complication, both occurring after abortion and one infiltrated in the 
substance of the fibroid tumour. The complication is a rare one and 
is mainly of interest because of its rarity. 

Total malignant complications. The total number and percentage 
of malignant complications of 700 fibroid tumours were 5 per cent., 
including 20 cases of adenocarcinoma, 6 of squamous carcinoma, 
7 of sarcoma, and 2 of chorioepithelioma malignum. Of these, 27 
cases—those of adenocarcinoma and sarcoma—were due to or in- 
fluenced by the presence of fibroid tumours, while 8 cases—those of 
squamous carcinoma and chorioepithelioma malignum—were of 
accidental association, that is, their occurrence was not influenced 
by the presence of the fibroid tumours. 

There was but one case of malignant complication below 40 years 
of age. With each decade after 40, the percentage of malignancy 
increased markedly, being 5 per cent. in the fifth and 12°7 per cent. 
in the sixth, and 23°8 per cent. in the seventh. 

Pelvic complications. Parovarian and ovarian cysts have been 
combined in this classification and occurred in 53 cases (7°5 per 
cent.) and varied in size. Ovarian fibromata occurred in eight cases 
(1 per cent.), the largest measured 20xllxl0cm. There were five 
cases of ovarian carcinoma, and in three instances the growths were 
due to metastasis from a gastric tumour. 

Cystic ovaries (one or both) were present in 141 cases (20 per 
cent.); this percentage corresponded very closely with Scharlieb’s 
estimation of this complication. This is thought to be due to the 
undue thickness or toughness of the ovarian boundaries, as there is in 
almost all these ovaries an increase in the amount of fibrous tissue. 

The tubes showed salpingitis or perisalpingitis in 149 cases 
(27°5 per cent.). In many cases, the gross changes were slight and 
the diagnosis was made microscopically. The cases of purulent sal- 
pingitis, pyosalpinx, tubo-ovarian abscess, have been classed under 
this head. This large proportion of tubal complications as com- 
pared with the small percentage of similar complications found in 
series where all the tissues were not examined microscopically, shows 
that the tendency in the tubes is toward inflammatory processes of 
minor grade which may show but little macroscopic evidence, and it 
is believed that salpingitis as an association of fibroid tumours is 
very frequently overlooked because of this lack of macroscopic 
change. 

Appendicitis or peri-appendicitis occurred in association with 
fibroid tumours in 148 cases (21 per cent.). The most frequent form 
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of this complication was that of peri-appendicitis, and very frequently 
the inflammation was of slight grade and with small macroscopic 
change. This complication and that of salpingitis, however, show 
that the evil effect of fibroid tumours of the uterus is not con- 
fined to the uterus, but is transmitted to the adjacent and easily 
affected tissues. It is believed that the evil effects of fibroid tumours 
upon the tubes and appendix is largely mechanical in origin and that 
to the bruising or traumatism, caused by the presence of a large 
tumour, may be attributed the moderate inflammatory changes. 

Cardio-vascular changes. A study of diseases of the heart and 
vessels in patients with fibroid tumours is one which is fraught with 
great difficulty because it is not easy to arrive at a positive and 
accurate diagnosis of the heart lesion and to estimate its relation 
to the fibroid tumour. Many reports have been made in which the 
examination of the heart has been made in the most perfunctory 
manner and broad conclusions drawn from insufficient evidence. 
Functional murmurs of the heart in cases of anemia caused by 
excessive menstruation or bleeding, form one of the complications of 
fibroid tumours, so that it must be laid down as a rule in a study of 
the cardio-vascular changes associated with these tumours, that only 
autopsy reports or examinations by a skilled physician in regard to 
the condition of the heart should be accepted in the study of the 
condition. 

In this series fibroid tumours were found in 26 women at autopsy. 
These fibroids occurred amongst 175 autopsies upon women over 
20 years of age, that is of the age at which fibroid tumours 
occur. In these 26 autopsies on women with fibroid disease of the 
uterus heart lesions were found in three cases (11°5 per cent.). In 
one case there was fibroid degeneration of the heart muscle with a 
large fibroid tumour which by pressure had caused hydro-ureter and 
various congestions with edema of the lungs. Another case had 
mitral stenosis and death was due to anemia and nephritis caused by 
excessive hemorrhages. In the third case there was aortic stenosis 
and mitral insufficiency ; death was caused by acute peritonitis caused 
by rupture of the bladder from obstruction by fibroids. 

The cardio-vascular tissues are in no way affected by fibroid 
tumours, but the changes which do occur are due to excessive men- 
struation or hemorrhage which cause anemia and exhaustion. The 
changes are secondary to the anemia from hemorrhage or to mal- 
nutrition, superinduced either by hemorrhage or by other disturb- 
ances caused by the fibroids. But there is no proof that there is any 
definite or specific influence of a fibroid tumour upon the heart or 
blood vessels other than that produced through anemia and the 
blood changes. 


Pregnancy. The influence of fibroid tumours on pregnancy must 
be considered not only from the effect of the tumour upon the preg- 
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nancy, but also from the effect of the pregnancy upon the tumour. 
In a series of 2,600 cases of pregnancy, 13 cases (0°5 per cent.) of 
pregnancy and fibroids were studied. Amongst these 13 cases com- 
plicated by fibroids there were three cases of postpartum hemor- 
rhage, one was severe at the time of labour, necessitating manual 
extraction of the placenta and uterine packing. Two were insiduous 
in character, the uterus contracting well at the time of the delivery 
of the placenta and bleeding in from one to one and a half hours 
afterwards. In three cases there was difficulty in the delivery of the 
placenta, two requiring vigorous treatment by Credé’s method and 
one manual extraction on account of adhesions to a large fibroid 
which projected into the uterine cavity and to which the placenta 
was densely adherent. 


In three cases there was malposition of the fetus. This was of 
minor degree in two and was easily corrected manually. The third 
case was one in which the uterus was the seat of two large fibroids. 
One of these was the size of a foetal head and situated at the fundus; 
it was pediculated and freely movable. The other tumour was in the 
posterior part of the lower segment of the uterus and was the size 
of an orange. It was fixed and obstructed labour. The child lay 
tranversely and the patient had been sent to the hospital with the 
diagnosis of placenta previa on account of the hemorrhage. 
Cesarean hysterectomy was done and a macerated foetus delivered. 


One case of fibroids was seen after a three months’ abortion; 
owing to the retroversion of the uterus and to the fibroid being 
situated anteriorly, the diagnosis lay between fibroid tumour and 
ectopic pregnancy. However, abdominal section disclosed the true 
condition. 

According to Routh miscarriage occurs in 21 per cent. of all 
cases of pregnancy with fibroids. It occurred in but one of the 
13 cases. 

The condition of the placenta in these cases is of interest. In 
five cases there were areas of necrosis varying in size from 3 to 6 cm. 
in diameter; in two cases it was very marked and involved the whole 
thickness of che placenta. The case in which the placenta was manu- 
ally extracted had this condition in the most marked degree. It was 
adherent to the fibroid tumour, and at the site of attachment of the 
placenta to the fibroid there was marked thinning of the placental 
tissue. In several other cases there were placental infarcts and one 
was the seat of the moderate calcareous degeneration. 


Four of these cases were carefully examined before and after 
labour, and again one month after the date of labour, with the idea 
of determining whether there was any decrease in the size of the 
tumour in the puerperium. Two cases of interstitial fibroids showed 
a marked decrease in size, while one was decreased but little. One 
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case of a pediculated fibroid, as large as a Maltese orange, showed 
little or no change. 

From these cases it will be seen that, while obstruction to labour 
from cervical fibroids is the most dangerous complication, it is not 
the only one to be dreaded. Postpartum hemorrhage, malposition 
and infection are not uncommon. Malnutrition of the foetus caused 
by areas of degeneration in the placenta may be a cause of premature 
labour and death of the child. The placenta may be adherent to the 
tumour on the site of degeneration. 

With this series of 700 cases of fibroids, pregnancy was associated 
in 16 cases. In one case it was apparently the cause of marked 
increase in growth, followed by necrosis of the tumour. In three of 
the cases there was moderate increase in growth and necrosis, and in 
almost all of the cases there was marked increase in the symptoms. 

The influence of pregnancy upon a fibroid tumour is usually an 
evil one, and, if miscarriage ocurs, it is likely that particles of 
placental tissue may remain attached to the wall of the uterus. If 
early abortion does not result, increase of growth of the tumour is a 
common result, and this is frequently associated with other disturb- 
ances as necrosis and hemorrhage into the substance of the tumour. 
The two cases of chorioepithelioma and fibroids occurred after mis- 
carriage. 

Conclusions. From these statistics and tables it is possible to 
draw certain definite conclusions. The tables show that fibroid 
tumours are subject in a large percentage of cases to a number of 
dangerous changes and complications. These dangers are almost all 
increased correspondingly with the age of the patient. This is 
particularly true of the more dangerous and even fatal complications 
of malignancy and necrosis. 

In consideration of malignancy alone it is probable that malig- 
nant changes will result in one case in every 20 between the ages of 
40 and 50, one case in every 8 between the ages of 50 and 60, and one 
case in every 4 between the ages of 60 and 70. 

Necrosis, which constitutes one of the most dangerous degenera- 
tions was present in 8 per cent. of all cases. It was found with 
increasing frequency as the age of the patient advanced, and in- 
creased with age until it was found in one-third of all cases at about 
60 years of age. When it is considered that necrosis cannot exist 
for a long period without producing marked symptoms and causing 
grave danger to the patient from infection of the tumour and ad- 
jacent tissues, it is obvious that an early operation must be con- 
sidered the only preventive and safeguard against this danger. 

It is obvious also that, if the percentage of degenerations and 
complications increases with age, the patient’s condition in respect to 
her fibroid tumour and such dangers to which she is exposed there- 
from also increase with age, and that the menopause does not bring a 
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cure to patients with fibroids, but exposes them to more grave 
dangers. The menopause may relieve the hemorrhage from fibroid 
tumours, but it does not in any way benefit the tumour or diminish 
its possibilities for evil. The menopause itself is most commonly 
delayed in such cases. 


In view, then, of the large percentage of serious degenerations 
and complications of fibroid tumours, and of the great increase of 
malignant and other complications with age, it seems wise that a 
physician should advise all patients who have fibroid tumours to have 
these growths removed. For if they are not removed, the probabili- 
‘ties are that the dangers from them will increase with age. It is 
true that up to the age of 40 years the danger from malignant com- 
plications is slight: but before that time the patient is exposed 
to the occurrence of other grave degenerations. 

Those adhering to the classical teaching advise that the tumours 
should be treated expectantly and that operation should not be 
undertaken until serious symptoms result. The most serious com- 
plications are those of necrosis and malignancy. Were these dis- 
tinctive symptoms by which the advent of these changes in fibroid 
tumours could be recognized, the dangers of conservative and ex- 
pectant treatment might be decreased; but who can say if a fibroid 
has become sarcomatous or how long a cancer will be confined to the 
uterus? Sarcoma often occurs without increase in the growth of a 
fibroid, and adenocarcinoma may cause but little additional discharge 
or hemorrhage in a case of fibroids which has excessive menstruation 
or bleeding. Necrosis, after its advent in a fibroid, quickly ad- 
vances, and, after necrosis has set in, the dangers of operation from 
infection are very markedly increased. It is obvious, therefore, that 
it is advisable to operate upon fibroid tumours before these con- 
ditions occur, as there is no means of prognosticating when they may 
occur, save that the probability is that the percentage of their 
occurrence will increase with age, so that operation cannot be 
deferred. 

The expectant treatment offers nothing towards the cure of fibroid 
tumours save the hope that the menopause will obliterate some of the 
symptoms. Treatment by electricity and ergot has fallen deservedly 
into disuse, and the hope of cure by the menopause is now known to 
be fallacious. Were those advocating the conservative treatment to 
take a stand more properly based upon the known facts in the life 
history of fibroid tumours, they would advocate the delay of operation 
until the patient approached the age of 40 years, after which the 
percentage of more dangerous complications is very markedly in- 
creased. However, the prevention of these many grave dangers is 
better than the risk of their occurrence, and it is safer that all 
fibroids should be operated upon as soon as possible. In this way 
but few cases would present themselves for operation below thirty 
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years of age, in this series there was less than 3 per cent. of such 
cases operated upon. After that time but one-third of all cases 
would be operated upon below 40 years of age, so it may be seen 
that the difference of position between those advocating operation 
below 40 years of age and those advocating immediate operation is 
not very great. If operation is done before the grave complications 
occur, the mortality will be correspondingly low. The position of 
fibroid tumours is analogous to that of appendicitis. When the 
operation is one of choice and there are ‘no acute symptoms present, 
the mortality is very low; when there are acute symptoms, such as 
necrosis or weakness from marked hemorrhage, the mortality is 
large. Early operation would reduce the probability of death from 
embolism, which is relatively so common after operations upon 
fibroids, and there would be but little risk from the cardio-vascular 
and other systemic diseases. 


The frequency of inflammatory changes in the Fallopian tubes 
and appendix, although as a rule they are of mild grade, should be 
taken into account. If there is inflammatory disease present in 
more than one-fifth of all cases of fibroid tumours, care should be 
taken to eliminate this danger at operation and to do such an opera- 
tion as would offer little possibility of post-operative infection. 
Myomectomy, while the ideal operation, is for this reason often 
contra-indicated, as the dead spaces caused by the removal of a 
tumour offer a situation for infection. 


It is also of the greatest importance that all fibroid tumours 
removed at operation should be immediately opened by an assistant 
and examined macroscopically for the presence of adenocarcinoma or 
sarcoma. These two forms of malignancy may, with some experi- 
ence, be usually recognized macroscopically, and these are the forms * 
of malignant disease which may come to operation undiagnosed. 
‘Their situation in the interior of the uterus, the presence of the 
fibroid tumour formation, and the fact that hemorrhage is already 
present, make the diagnosis obscure. Squamous carcinoma, on the 
other hand, is more readily recognized on account of its cervical 
position and the possibility of direct examination. 


If, then, on examination of the tumour or uterus, signs of malig- 
nancy are found, a complete hysterectomy may be done. It should 
be remembered that after 40 years of age the probability of malignant 
change is much increased. 


SuMMARY. 


1. The menopause does not bring a cure to fibroids: on the con- 
trary, increasing age increases the danger from these growths. 


2. There is little danger of malignancy arising in fibroids before 
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40 years of age, after which time the danger increases with each 
year. 


3. In view of the sarcomatous changes, carcinomatous associations 
and other degenerations of uterine fibromyomata, early removal is 
indicated when they are of sufficient size to produce symptoms and 
cause the patients to seek advice. Small uncomplicated fibroids in 
young women do not require early treatment. 


4. Thorough pathological examination should be made of all 
fibroids for evidence of malignancy. The tumour should be opened 
at the time of operation and examined for adenocarcinoma or sar- 
coma. Particular study should be devoted to those tumours which 
are necrotic, cystic or both, as among these are found the largest 
proportion of malignant changes. 


5. In view of the large percentage of inflammatory changes in 
the Fallopian tubes and appendix these should be examined at the 
time of operation and removed, if diseased. 
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Some Difficult Cases of Urinary Fistule in Women, 
with Remarks on Prophylaxis and Treatment. 


By Ratrpn Worratt, M.D., M.Ch., Q.U.L., 


Surgeon to the Department for Women at the Sydney Hospital, 
and to the Royal Hospital for Women, Sydney, New South 
Wales. 

Tue first case is chiefly of interest because of its origin. M.W. was 

sent into the Sydney Hospital in November, 1895, with the history 

that at the first confinement four months previously a large stone in 
the bladder had obstructed delivery and had been removed by 
vaginal cystotomy and the labour then completed by forceps. The 
cystotomy wound did not close and a large fistula had resulted. 

The stone was phosphatic and contained as a nucleus a hairpin. 

I closed the fistula by a flap-splitting operation and repaired a 
lacerated cervix at the same sitting with a perfect result. 


Vesico-Cervico-Vaginal Fistula. Hamorrhage into Bladder. 

J.F., 44, undecipara, was well until her last confinement 10 
months previously, when forceps had been used; immediately follow- 
ing and since this the bladder had been leaking. 

The fistula was central but very large, extending through the 
anterior lip of the cervix and dividing it into two equal parts, 
between which the vesical mucosa prolapsed. 

The cervix and anterior vaginal wall were quite fixed, making 
the operation on May 6, 1892, in the Sydney Hospital very difficult. 
Moderately profuse hemorrhage into the bladder occurred after 
patient’s return to bed, which was controlled by injection of equal 
parts of hazeline and lime water. 

The vesical tenesmus resulting from the hemorrhage caused a 
slight breaking down of the union in the upper angle and a slight 
leakage of urine for three weeks; this closed spontaneously, and she 
was discharged on June 16 with a perfectly watertight bladder. 
Fistula operated on 16 times. 

M.B., 36, was delivered naturally of her first child 2 years before. 
She had passed little or no urine during the labour, and had since 
then complete incontinence of urine. She had been for the past 
eighteen months in a Queensland Hospital, during which time 
16 operations to close the fistule had been done without success. 

She was admitted to the Sydney Hospital on November 19, 1900. 

Condition. The uterus was retrodisplaced and fixed; the cervix 
moderately lacerated; the anterior vaginal wall about the size of a 
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two-shilling piece, in the centre of which was a vesical fistula nearly 
circular and admitting easily the forefinger. The tissues of the 
anterior vaginal wall were represented by a dense cicatricial struc- 
ture. A flap-splitting operation was performed. It was afterwards 
found that the urine contained a large quantity of pus. Union was 
not perfect. At the end of three weeks an opening still existed about 
the calibre of a lead pencil. This was closed by a second operation 
a month afterwards, and on March 22, 1901, the patient reported 
herself as well except that owing to the small capacity of the bladder 
she required to micturate every two or three hours. 


Ureteral Fistula. 


H.M., 46, tridecipara, had not had a doctor at any confinement. 
Since the sixth confinement, 22 years previously, she had suffered 
from constant dribbling away of urine. There was nothing special 
about this delivery except that it was premature and that the mid- 


wife had ruptured the membranes three hours before the child was 
born. 


The patient had been sent into the Sydney Hospital as a case of 
vesico-vaginal fistula on October 10, 1904. Examination disclosed 
an oval fistula high up in the right fornix, admitting the tip of the 
forefinger. A probe passed into this opening could not be made to 
meet another in the bladder, while milk injected into the bladder 
did not find its way out through the fistula; the diagnosis of ureteral 
fistula which had been previously made by inspection and palpation 
was thus confirmed, and an operation for its cure was performed on 
October 13 by the following technique. 


A bladder fistula was made as close as possible to the ureteral 
fistula, the mucosa of the bladder being carefully sutured to the 
mucosa of the vagina. <A probe was next passed through the urethra 
into the bladder and out through the bladder fistula into the ureteral 
fistula; a large raw surface was next made by flap splitting around 
the two fistule treated as one and this raw surface was then united 
by silkworm-gut sutures. The probe was retained by a suture to the 
meatus for four days so as to fix and steady the new ureteral canal. 


Two weeks after the operation pus appeared in the urine and the 
temperature ran from 100° to 102° for two days; with this exception 
convalescence was uneventful and the patient was discharged on 
November 14, one month after operation, cured of her fistula. 

I heard from her two weeks ago, to the effect that “she had 
married again and was quite well in every respect except that some- 
times after passing water she had a drawing-up pain.” 

The cause of this fistula is not clear, possibly the midwife in 


rupturing the membranes with a sharp instrument punctured the 
ureter. 
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Vesico-utero-vaginal Fistula. 

M.S. was admitted to the Sydney Hospital on February 25, 1907. 
“Delivered of first and only child 2} years ago. Labour instru- 
mental and very difficult. Confined to bed for one month after- 
wards. Incontinence of urine ever since. Four months after 
delivery, was operated on for a ruptured perineum but nothing was 
done for the leaking bladder.” 

Examination showed much scarring of the vault and anterior 
vaginal wall, but no fistula; when, however, milk was injected into 
the bladder it was seen to flow out of the uterus. 

Operation, February 28, 1907. The bladder was dissected up as 
far as the reflexion of the peritoneum, the raw surfaces were then 
united by buried sutures of catgut in a sagittal direction ; the bladder 
was proved to be watertight by further injection of milk; it was 
then restored to its normal position and the mucosa of the anterior 
fornix sutured. A catheter was retained in the bladder for ten 
days; the result was perfect and the patient reported herself on 
March 26, as well in every respect. 


Vesico-urethro-vaginal Fistula. 

A.McK., 33, was admitted into the Sydney Hospital on 
November 3, 1908, with the history that “she had had three children, 
the last thirteen months previously; this delivery was difficult and 
instrumental, and the child had been killed in the birth. Ever since 
the delivery there had been continuous escape of urine which her 
doctor told her was due to a fistula to cure which it was necessary 
to slit down the urethra into the bladder. This was done in his 
private hospital but as she was no better, four attempts to close the 
new opening had been made, leaving her worse than ever. The 
doctor offered to operate again but this the patient declined.” 

Examination showed an entire absence of urethra which ap- 
parently had been slit down from the meatus into the bladder, the 
margins of the opening were markedly cicatricial. 

On November 19, under ether, a flap splitting operation was per- 
formed and a new urethra built up around a sound passed into the 
bladder and held firmly against the pubic arch. The raw surfaces 
were united by three rows of sutures, two being buried catgut and 
the external silkworm gut. A catheter was directed to be used every 
four hours. 

The patient was discharged cured a month afterwards. 

On January 15, 1909, she reported herself as “being well in every 
respect, can go the whole night without being wet, and for about 
five hours in the day, after this if the bladder is very full, there is a 
slight dribbling away of urine on coughing, exertion, etc.” 

Examination showed the urethra to be too short but the patient 
said she was quite satisfied and declined further operation. 
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Vesico-cervico-vaginal Fistula. 

H.G., 23, secundipara. The last labour had occurred seven 
weeks previously. Both labours were instrumental and the same 
doctor was in attendance. Both children were destroyed in birth. 
At the last labour after the delivery of the head by forceps, the 
shoulders became impacted and the patient was sent to the Royal 
Hospital for Women, where the labour was completed by traction. 
Two days afterwards urine began to escape from the vagina and 
had continued to do so ever since. 

After the first labour urine escaped per vaginam for four months 
and then spontaneously ceased to do so. Examination disclosed a 
partial rupture of the perineum and destruction of the anterior lip 
of the cervix, which was drawn upwards and to the left by cicatricial 
tissue; a large circular fistula pinned to the left pubic ramus; the 
vesical mucosa prolapsed about the size of half a walnut. The finger 
easily passed through the fistula into the bladder. 

Operation was performed in the Royal Hospital for Women on 
March 18, 1909. 

I began by widely splitting the edge of the fistula all round and 
then rolling the prolapsed bladder upwards. I then united it by 
catgut sutures to the more fixed portion of the bladder beneath the 
left pubic arch, the suture line being transverse. The vaginal 
mucosa, with the cervix, was then drawn together by silkworm-gut 
sutures over the united bladder, also in a transverse direction. 

The patient was discharged cured on April 16, able to retain the 
bladder contents for the normal period. 


Very large fistula, Vesico-cervico-vaginal. 

H. H., single, 23, was sent into the Sydney Hospital on 
February 23, 1909, with the history that she had been confined of 
her first child twelve weeks previously; the labour was instrumental 
and very difficult. Ever since urine had been constantly escaping. 
The patient was feverish during the puerperium and the left leg 
became swollen and painful. 

One month after delivery her doctor operated on the fistula but 
without success. 

She was weak, pale, and wasted; a ruptured perineum with recto- 
cele, and an extensive laceration of the cervix in an oblique direc- 
tion, the scar extending from the right pubic ramus downwards and 
backwards into the left posterior fornix, were present. A large 
fistula with prolapsed vesical mucosa and hard cicatricial edges was 
situated close to the partly destroyed anterior lip of the cervix, 
which formed its lower left margin and extended close up to the 
right pubic ramus to which it was firmly attached; two fingers could 
be passed into the bladder. After trying to improve the general 
health for two weeks, an operation to close the fistula was performed 
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on March 11, the technique adopted being similar to that described 
in the preceding case (special care being required to avoid including 
the right ureteral orifice in the sutures). The result was equally 
good and the patient was discharged on April 22, able to retain the 
urine for the normal time. In both these last two cases it was 
necessary to use the cervix by bringing it forward and upward to 
cover over the rent, the uterus in both cases being retroverted. 


The prophylaxis of urinary fistula is bound up with the etiology. 
In the eight cases which I have narrated the use or misuse of the 
forceps appeared to have been responsible for the accident in five. 


To my knowledge the catheter was not passed prior to the applica- 


tion of forceps in two, and it is quite possible this precaution was not 
taken in any of the series. 


From the deep and extensive laceration of the cervix, and the 
dense scars across the vaginal vault in four of the cases, it was 
evident the forceps had been applied before full dilatation of the os. 


On glancing over the notes of other cases of bladder fistula which 
I have treated but have not recorded in this paper because they pre- 
sented nothing of unusual interest, I find the preceding remarks are 
equally applicable to them, and I am therefore forced to the con- 
clusion that at the present time the most frequent cause of vesico- 
vaginal fistula is the improper use of the obstetric forceps, and 
especially the application of the instruments without having pre- 
viously emptied the bladder by means of a soft catheter and without 
waiting for the full dilatation of the os by the natural efforts or 
recognized artificial means. During parturition the bladder is not 
usually emptied completely by voluntary effort on the part of the 
patient, and therefore if the catheter be not passed a certain amount 
of urine will remain which will prevent the bladder rising out of the 
pelvis during the descent of the head and will thus lead to its being 
subjected to injurious pressure in forceps extraction. 

Vesico-vaginal fistule are probably less common now than in 
former times when the use of the forceps was much more restricted 
than at present. 

The causation then was not the instrumental traumatism to 
which I have just referred, but the pressure necrosis arising from 
equally unjustifiable delay. When fistule originate from unduly 
protracted labour, the injury is not disclosed until sloughing has 
occurred in the course of two or three days, while in those arising 
from tearing, there is a dribbling away of the urine from the first. 
Fistule arising from pressure necrosis are likely to be larger, while 
those the result of tearing are more inaccessible and more dangerous 
to the ureters. 

The prophylaxis then of vesico-vaginal fistula must depend upon 
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a more complete and more practical training of the medical student 
in midwifery. 
Treatment. 

When I was a student at the City of Dublin Hospital we were 
taught that the best operation for bladder fistula was flap splitting. 
This was known as Colles’s method, after the great Dublin surgeon 
of that name who, in the Dublin Medical Journal of May, 1861, 
first described the technique in these words :— 


“The operation consists first in splitting the margin of the 
fistula all round so as to separate the vesico-vaginal septum into 
two equal portions, one half consisting of the vaginal mucous 

' membrane and submucous tissue, the muscular portion of the 
septum being equally divided between the two. Any one who 
has removed a ring of mucous membrane from ever so small a 
fistula will have observed how large it becomes under the process 
and sooner or later will have cause to regret the loss of substance 
thus entailed; whereas, in my operation if carefully done, no loss 
of material occurs; and even if it fail, it leaves the patient in no 
worse condition for subsequent treatment than before. 

My operation is suitable to almost every case and to many 
cases which could not be subjected to the older methods with the 
slightest prospect of success.” 


In 1881 Lawson Tait revived and popularised Colles’s method and 
applied the principle to complete ruptures of the perineum, giving 
full credit to Colles for his originality. 

Nevertheless, as late as 1894, we find that Sanger, Walcher, and 
Mackenrodt published methods of operation for vesico-vaginal 
fistula which they claimed to be quite new and original, the essential 
characteristic being that the bladder was separated by dissection 
from the vagina; in other words, the principle involved was that 
which Colles had described thirty years previously. In the same 
way Howard Kelly in his account of the history of the operation has 
completely ignored both Colles and Lawson Tait, whose writings 
have guided many of us to the right path. 

I did my first operation to close a vesico-vaginal fistula on April 
25, 1887, and followed the principle laid down by Colles in this as 
well as in my subsequent operations. All have been successful at 
the first attempt except two, which were improved and were com- 
pletely cured by a second operation. 

When I recall that T. A. Emmett, perhaps the greatest master of 
plastic surgery who ever lived, was frequently forced to operate 
several times before he achieved complete success by the American 
method, I am driven to the conclusion that in Colles’s operation we 
have an immense advantage to which I may appropriately draw 
attention. 
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Peritonitis as a Complication of Fibroids especially in 
Association with Torsion of the Pedicle with an 
Illustrative Case.* 


By Joun McGrsson, M.B., M.R.C.PE., 


Lecturer on Obstetrics and Gynecology, School of Medicine of the 
Royal Colleges, Edinburgh, and Obstetric Physician, New Town 
Dispensary. 


PERITONITIS as a complication of fibroid tumours may be acute or 
chronic, local or general. Localised peritonitis, though of com- 
paratively frequent occurrence may be associated with but few 
symptoms. Pain or attacks of pain, may be the solitary indication 
of involvement of the serous membrane. 

In cases, however, where the peritonitis is the result of an acute 
infective process, the symptoms may be more acute and more 
persistent. 

Acute general peritonitis as a complication of fibroids, on the 
other hand, is comparatively rare; when present it has, in the 
majority of instances, been found associated with pronounced 
changes of a septic character which were present in the tumour, and 
much more rarely it has been found associated in the subperitoneal 
variety with torsion of the pedicle. 

This leads us to glance for a moment at the conditions which 
may lead to inflammation of the peritoneum. 

By far the most frequent cause of peritonitis in fibroids is some 
degenerative change going on in the tumour itself. This may be 
necrobiosis, gangrene or, in rare cases, actual suppuration. Peri- 
tonitis may arise with these conditions in the subperitoneal, inter- 
stitial, or submucous varieties. In the interstitial and submucous 
varieties, the necrobiosis is generally a septic one, while in the 
subperitoneal it is said to be frequently an aseptic one. 

The next group of cases, then, are the fibroids with twisted 
pedicles, the result of which is a stasis, more or less complete, in the 
venous return, which, causing a congestion of the peritoneum, 
results in an aseptic peritonitis, or rather a plastic peritonitis, pre- 
sumably aseptic. 

The degree of torsion is said to vary from } of a turn to 2} turns, 
and is generally from left to right. Next we have to deal with cases 
where the peritonitis apparently had its origin in an inflammatory 
condition of the tube or rarely in the ovary. 


* Read before the Edinburgh Obstetrical Society on June 9th, 1909. 
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The results of many observers show that necrobiosis does not 
depend upon microbic infection entirely, but also that such infection, 
when present, does not always arise from the uterine cavity. There- 
fore, we would appear to have here, a group of cases in which the 
peritonitis resulted from an infective process arising in the intestinal 
tract for which the colon bacillus is mainly responsible. In support 
of this view cases have been cited, where in a uterus which was the 
seat of both an interstitial and a submucous fibroid, the interstitial 
fibroid showed necrobiosis, while the submucous one showed none, 
thus indicating some other source of infection, possibly the rectum, 
or it might be, bladder. Lastly, some writers state that the upward 
traction of a subperitoneal fibroid is capable of producing what they 
eall an “‘irritative peritonitis,” which, although primarily aseptic, 
might become secondarily infective, especially if, as Gebhard states, 
the effect of peritonitic irritation is to render the intestinal wall more 
easily penetrable by infective organisms. 


Of rarer occurrence are the cases where the peritoneal infection is 
rendered obvious by the invasion and partial occlusion of the 
intestine by the tumour. 


Pellanda, in his most valuable thesis on the “Complications of 
Fibroids,” concluded that out of 171 cases which he collected—cases 
which had not been operated upon,—85 died from an infective 
process: of these 85, gangrenous changes were present in 47, 9 of 
which were examples of septic absorption from a sloughing sub- 
mucous fibroid, and 16 of the same from an interstitial fibroid, while 
no less than 22 of this series died from peritonitis, arising from an 
infected focus. Of the remainder of the 85, 19 died from peritonitis, 
which he says had its origin in a suppuration of the appendages, 
consequent on the growth of the tumour. 


In a few cases he ascribed death to a peritonitis which was present 
without the existence of any infective process in the tumour itself, 
while in 3 only does he directly attribute a fatal result to the 
effect of torsion of the pedicle. It is to this last complication in its 
association with an acute peritonitis that I specially desire to call 
your attention to-night, and propose to describe the following case 
which came under my care last June. 


The patient, age 31, single, was on the 20th of June, 1908, while 
at an evening concert, suddenly seized with abdominal pain and 
vomiting, and became so collapsed that she had to be carried to a 
conveyance for removal home. 


I did not see her until twelve hours later, when I found her in 
the following condition :—Severe fixed pain in both iliac regions, 
vomiting, and such extreme tenderness over the entire abdominal 
wall that the most gentle palpation possible, could not be tolerated, 
and the slightest attempt to move brought on agonizing pain. 
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She was lying, absolutely fixed, in the dorsal position, with the 
knees fully flexed. 

The pulse was 120, somewhat wiry, the temperature 103°, the 
respirations 20 per minute, and almost entirely thoracic. The ex- 
pression was anxious, and was characteristic of intense suffering. 

Recent history. For some months previous to this illness the 
patient had felt languid and easily tired out, which, however, she 
ascribed to anemia, a condition from which she had frequently 
suffered. 

She had noticed for about 6 weeks, but not more, that she was 
getting stouter, and rapidly so during the last three weeks. In other 
respects, however, she had been in fairly good health and certainly 
able to be out walking daily. 

The functions of the bladder and rectum had been, up to the 
moment of attack, regular and normal, menstruation had always 
been perfectly regular, of the 28-day type, but for the last two 
months had been rather scantier than usual, and had for the first 
time in the menstrual cycle, been associated with a great deal of 
pain. 

Abdominal examination revealed a tumour, reaching two inches 
above the umbilicus, which felt, on the whole, of uniformly firm 
consistence, but was exquisitely tender to palpate. Auscultation 
was entirely negative. Light percussion, which could be scarcely 
tolerated at any point, elicited dullness in the middle line over the 
lower half of the tumour, but elsewhere the note was markedly 
tympanitic. There was pronounced rigidity of the abdominal wall, 
and a considerable degree of tympanites. 

Owing to the extreme tenderness, it was impossible to make a 
diagnosis of the exact nature and relations of the tumour, and my . 
provisional diagnosis was that one had here to deal with a fibroid 
tumour which was responsible in some way for an attack of acute 
peritonitis. 

A blood examination, made 24 hours after onset of symptoms, 
showed a marked indol reaction and a leucocytosis of 14,000. 

The treatment adopted at the time was simply expectant, that of 
relieving symptoms by hot fomentations, along with frequent irriga- 
tions of the rectum with warm saline solution. 

No morphia or opiate in any form was administered, and although 
the local measures, which were continued for several days, relieved 
the symptoms to some extent, the patient still remained very restless 
and uneasy. 

By the fifth day the pulse had fallen from 120 to 110, the tem- 
perature was still 102°, and this condition of fever showed no 
indication of subsiding until the ninth day, when the pulse fell to 
90, and the temperature to 100°. 

By the tenth day both pulse and temperature had reached the 
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normal, but it was not until this stage had been reached that the 
abdominal pain and tenderness disappeared. 


On the eighth day, although the patient looked better, the pulse 
and temperature were still high, and as I was beginning to feel that 
the limit of delayed interference had been reached, I asked Dr. 
Haig Ferguson if he would kindly see the patient with me. There 
being still extreme tenderness all over the abdomen, a bimanual 
examination was made under an anesthetic, and the previous 
diagnosis of a fibroid confirmed. Dr. Haig Ferguson agreed with 
me that if there was no indication of the symptoms subsiding, opera- 
tion should not be delayed. 


On the tenth day, however, the pulse and temperature fell to 
normal and did not again rise. 

As one did not know, however, when another attack of this kind 
might occur, I considered that the clear indication was to remove the 
tumour without delay, and accordingly, when the acute symptoms 
subsided, the patient was removed to a,nursing home, and I removed 
the tumour by subtotal hysterectomy, four days after the pulse and 
temperature became normal. 


At the operation one found a large, somewhat kidney-shaped sub- 
peritoneal fibroid, with a short, strong pedicle, completely twisted 
on a uterus, the seat of fibroid thickening and multiple growths. 

The tumour was found intimately adherent to the parietal peri- 
toneum, less firmly to omentum and intestine, and the peritoneal 
cavity contained a small quantity of free fluid, clear and yellowish 
in character. Both ovaries were found to be cystic, the tubes both 
patent and apparently healthy. The appendix was specially looked 
for; it was a small appendix, free, and showing no trace of recent 
congestion or inflammation. 


The cause of the peritonitis. The diagnosis made at the onset of 
the illness of acute peritonitis, was, I think, fully justified, firstly, 
from the clinical symptoms, and secondly, from the condition found 
at the operation. 

The question is, what was the cause of the peritonitis in this 
case? It was certainly not due to any necrobiotic change. 

I have examined sections from all parts of the tumour, and I 
can find no degenerative change of any kind present. This has been 
fully corroborated by competent pathologists. The next point for 
consideration is, how far and how often is torsion of the pedicle 
responsible for the production of peritonitis. 

From certain statistical tables which have been prepared, torsion 
of the pedicle in fibroid tumours would appear to be of comparatively 
rare occurrence, but this I shall again refer to, for we know that 
the condition has been long recognized and that many cases have 
been described. Torsion, however, has only rarely, I might perhaps 
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say, very rarely, been associated with an acute peritonitis, without 
the presence of some degenerative, and no doubt infective, change in 
the tumour itself. 


Torsion of the pedicle in fibroids has been ascribed to many 
causes, a discussion of which I do not here propose to enter into. 
The relations of bladder and rectum, and possibly sometimes of other 
organs may have an influence. It is conceivable that a distended 
bladder or rectum might push the tumour in various directions. It 
seems to me, however, more rational to consider the movements of 
the patient herself, and also the effect of contractions of the 
abdominal wall, as the most likely explanation of torsion. 


Sudden turning from one side to the other, or from the dorsal to 
the prone position, might, I think be an occasional mode of pro- 
duction. Torsion of the pedicle may produce peritonitis primarily 
or secondarily. It may produce a sudden congestion in the peri- 
toneum, which may spread rapidly, or it may lead in course of time, | 
to necrobiotic or gangrenous changes, which secondarily set up 
peritonitis as the result of the infection. In the case communicated, 
where no degenerative changes have been found in the tumour, it 
seems probable, I think, that the mere twisting of the pedicle pro- 
duced an acute congestion of the peritoneum, at first no doubt local- 
ized, but which rapidly spread and became general. That torsion of 
the pedicle, especially when complete, is capable of producing acute 
and dangerous symptoms, is readily understood. It is, I think, 
much more difficult to understand why torsion, even although com- 
plete, has produced no symptoms during life, and has only been 
discovered post mortem. That such cases do occur there seems little 
doubt, to which Pellanda has drawn attention. When they are met 
with, they must surely, I think, represent a very chronic form of © 
torsion. In the case under consideration, I am disposed to regard 
the acute symptoms, not as the immediate result of a sudden torsion 
which had taken place only a few hours previously, though that view 
might be entertained, but as those of a peritonitis the result of a 
torsion of previous onset. 


Had the torsion been in existence for any considerable length of 
time, then some degenerative changes in the tumour would almost 
certainly have been found. Pellanda, in a special section of his 
thesis devoted to “Death by Fibroids,” remarks, that it is necessary 
to make a special place for pedunculated subserous fibroids, which, 
under the influence of torsion, or on account of their mobility, or of 
disorders in their circulation, cause around themselves phenomena 
of inflammatory reaction, and leading to an aseptic peritonitis, if 
one may call it so, resulting in adhesions. Why should such tumours 
produce peritoneal lesions, when the tubes are healthy, when there 
is no necrobiosis or gangrene, and when the tumour, apart from 
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congestive troubles, seems indifferent in the midst of a severely 
injured serous membrane. About this, says Pellanda, we know 
nothing. Cases of torsion of fibroid tumours have been described in 
detail by Martin, Schultze, Bérard, Holst, Briggs, Noble, Culling- 
worth and others, which leads me to conclude that torsion is not 
so very rare a complication of fibroids, as certain tables which I 
shall presently refer to, would lead one to believe. In our own 
Society one example of torsion has already been demonstrated this 
session, by Dr. Fordyce, which, however, he informs me was not 
attended by any symptoms of peritonitis. 


Of the cases of torsion which have been attended by acute peri- 
tonitis I have been able to meet, in the literature on the subject, 
with comparatively few. Noble refers to the case of a woman who, 
while standing on a ladder working, was suddenly seized with violent 
pain and symptoms of peritonitis which did not entirely disappear 
for weeks. Subsequently a subperitoneal fibroid, with twisted pedicle, 
was found at operation. One of the best, most carefully described 
cases, which I have met with, is that reported by Steinbiichel in 
1905. He describes a case which presented very similar clinical 
features to those of my own case. 


Briefly stated, the patient was suddenly seized with acute pain, 
and extreme tenderness all over the abdomen: a tumour, the size of 
a foetal head, was present in the abdomen. There was a considerable 
degree of tympanites; the symptoms slowly disappeared. Fourteen 
days later, the patient was again seized with acute symptoms, and 
Steinbiichel describes the condition he found her in as follows: 
Pallor and anxious expression, abdominal pain and extreme tender- 
ness all over the abdomen, tympanites, the most gentle percussion 
produces great pain; on account of the great tenderness it is im- 
possible to determine the nature and relations of the tumour; the 
pulse is 120, the temperature 102°; vomiting set in severely, and 
operation was performed next day; a subperitoneal fibroid, with 
twisted pedicle, was found. “It seemed,” says Steinbiichel, “that 
the torsion caused a local and then a general reaction, resulting in 
symptoms of acute peritonitis. The patient recovered. 


Stratz also records a similar case. 


Perhaps the most recent recorded case is that by Gillmore, in the 
American Journal of Obstetrics for April, 1909. The symptoms of 
the peritonitis were similar to my own. 


It is worthy to note, however, that this case had been diagnosed 
as acute appendicitis. The operation, however, showed as in my 
own case the appendix free and apparently healthy, and instead a 
fibroid with twisted pedicle. There was also, as in my own case, a 
quantity of clear yellowish fluid in the peritoneal cavity. 
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STATISTICS. 


The following Tables indicate the frequency of necrobiosis, torsion 
and acute peritonitis, as reported by various authors. 


In 1901 Noble reports an analysis of 218 cases. 
There were 12 instances of necrobiosis, 
1 case of torsion, 
1 case of acute peritonitis. 
Cullingworth, 
In 1902 reports on an analysis of 100 cases. 
18 instances of necrobiosis, 
2 cases of torsion, 
No case of acute peritonitis. 
Scharlieb, also, 
In 1902, reports on 100 cases. 
No examples of necrobiosis are stated to have occurred, 
but 5 are said to be infected. 
No instance of torsion or acute peritonitis in this series. 


In 1904, 


Ellice Macdonald reviewed 788 cases and stated that none of them 
presented torsion. 


In 1905, 


Dr Haultain, in an analysis of successive series of 120 fibroids, 
which he presented to this Society, met with 2 cases of torsion and 
only 1 instance of necrobiosis. 

During the same year Dr. Haultain, in another communication, © 
also described to this Society the case of a fibroid where peritonitic 
symptoms arose, but these proved to be associated with torsion, or 
rather axial rotation of the uterus, a very much rarer condition than 
torsion of the pedicle. 


In 1906, 


Noble presented the analysis of 2,274 collected consecutive cases, 
of which 119 showed necrobiosis, while only 3 of torsion are recorded. 
Of this series, only one is said to have caused acute peritonitis, which 
was found to depend on a twisted pedicle. 


In 1908, in an analysis by Tracy, 


Of 3,561 consecutive cases reported by various operators, necrosis 
is said to have occurred in 197, while torsion was reported on six 
occasions only. 

No reference is made to acute peritonitis. 








112 Journal of Obstetrics and Gynecology 


The question of operation. Finally we have to consider the 
question of operation in these cases. In the case I have just com- 
municated, I decided to delay operation, my object being to allow, 
if possible, the acute symptoms to subside before interference. 


This they did on the tenth day of the illness, and the tumour I 


removed four days later, the patient making an uninterrupted 
recovery. 


In my own experience of fibroids I have met with more than one 
case where there had been a history of localized pain and tenderness, 
and where one found at the operation dense adhesions, which must 
have been due to a localized peritonitis, but I had never before 
met with a case of peritonitis with such violent symptoms. 


I decided not to interfere hurriedly, and yet I would not be so 
dogmatic as to say that had operation been performed at once in 
the acute stage, the result would have been unfavourable. 


While it is impossible to formulate any hard and fast rule for 
operating, decision between immediate operation and delayed, must, 
I think, hinge on one point, viz., the cause of the peritonitis, and it 
is just the cause which must, I think, present the difficulty, for how 
can one recognize an acute peritonitis dependent on torsion of the 
pedicle, from a peritonitis which has a no less stormy onset, and is 
the result of acute infective changes proceeding in the tumour, or 
arising from other sources. 


While every case of the kind must be treated on its own merits, 
and while I feel ill-qualified to suggest, permit me to say that in 
the event of meeting with a similar case, my inclination on 
the whole would be to wait until the peritonitic storm, with 
its attendant shock, showed some sign of abating. My mind is, 
however, perfectly open to the fact that there are reasons which 
would make immediate operation the correct procedure, and that 
there are, I grant, arguments in favour of immediate operation in 
all such cases, of which none stronger oceurs to me at the moment 
than this—the possibility of overlooking some other serious condition 
co-existing with the fibroid, and responsible for the symptoms, of 
which an acute appendicitis might be one, and where delayed inter- 
ference might prove disastrous. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


Ruptured Tubal Gestation Twice in the Same Tube: 
a Normal Pregnancy Intervening. 


By Maurice G. Pearson, M.B., B.Sc. (Lond.), F.R.CS., 
Durban, Natal. 


Mrs. W., aged 22, had been married 10 months and had always been 
a particularly healthy woman, and had never suffered from any 
kind of pelvic trouble. 

Menstruation had always been regular, except that she had had 
one additional “ period” ending a week before she came under 
observation, which came on after only one week’s interval. 

On November 22, 1903, after a tea, including tomatoes, both 
patient and her husband had severe “stomach-ache” over the whole 
abdomen. She took an emetic (mustard and water) and vomited. I 
saw her and found her apparently suffering from an attack of “colic,” 
not blanched or collapsed, and with a pulse of 84. 

On November 23, at 4a.m., the pain was worse and the patient 
blanched, collapsed, cold, and with a pulse of 138. Vaginal examina- 
tion showed that the fundus uteri was pushed hard over to the right 
and the os uteri to left. No mass was felt. Ruptured tubal preg- 
nancy was diagnosed and operation performed in her own cottage 
three hours later. 

The abdomen was found full of blood, in removing which a free- 
floating foetus, ?inch long, was found and shortly afterwards the 
rest of the ovum complete. The left Fallopian tube, on being pulled 
up into view, was found to be dilated, torn, and bleeding freely 
about the middle of its length. The dilated portion of the tube 
formed a distinct sac about 1} inch diameter. The broad ligament 
was then transfixed with silk, and a loop of Fallopian tube, including 
the sac, was ligatured on each side of the sac and the intervening 
portion cut away. The ligatured cut ends of the left Fallopian tube 
were thus left tied, approximately in contact with each other, the 
whole tubes being probably shortened by an inch and a half. [I have 
the specimen of tube, ovum and fetus before me now—1909.] The 
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rest of the tube, including the fimbriated end, and also the ovary, 
were left. The right tube and ovary appeared normal. The patient 
made an uninterrupted recovery. 

In November, 1905, I attended the patient in a normal full-time 
confinement, a girl being born. 

The patient then went home to Glasgow, and in 1907 she had an 
almost exactly similar attack of pain, accompanied by collapse, the 
menstrual history being the same as preceded the ruptured tubal 
gestation in Durban, so that the patient herself diagnosed the con- 
dition at once. She was seen by her own medical adviser, who 
brought Professor S. Hogarth Pringle, to whom I am indebted for 
information as to the further history of the case. He had her re- 
moved to the Royal Infirmary and there he operated upon her. He 
found the abdomen full of blood as before, and a rupture of the left 
Fallopian tube—the same tube which had previously been partially 
removed by me. He removed the rest of the tube, including a normal 
fimbriated extremity and also the ovary. 

Professor Pringle knew the previous history of the case and states 
that he examined the parts very carefully and could not find any- 
thing that could be looked upon as a stump after operation. In fact 
he wrote to me to ask which side I operated on. 

In May, 1908, patient had a normal full-time confinement, a boy 
being born, and when I last heard from her in February, 1909, she 
was again four months pregnant. 


To summarize the history briefly, it is as follows : — 

Jan., 1903. Married. . 
Nov., 1903. Ruptured tubal pregnancy (left). Loop of tube excised. 
Nov., 1905. Normal full-time confinement (girl). 

— 1907. Ruptured tubal pregnancy (left) again. Rest of tube 

excised. 

May, 1908. Normal full-time confinement (boy). 
Feb., 1909. Was again 4 months pregnant. 


The history of two ruptured tubal pregnancies in one patient is 
uncommon enough to be worth recording, but to have two of these 
occurrences in the same tube must, I think, be extremely rare. 
Whitridge-Williams describes one specimen illustrating this, but in 
that case the first pregnancy resulted apparently in a tubal abortion 
which remained in the tube and became calcareous there without 
leading to operation. 

It is interesting to speculate as to how the second tubal pregnancy 
occurred in my case. Did the left tube become patent again after I 
removed a loop from the middle of it? or did the fertilizing sperma- 
tozoon find its way up the right tube and migrate across to the 
neighbourhood of the left ovary, and then with the ovum pass down 
the mutilated left tube till it met my obstruction? 
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REVIEW OF CURRENT LITERATURE. 


Unpver CuarGce or Earpuey Hoiianp, M.D. 


The involuntary muscles of the Pelvic floor. 

W. E. Sroppirorp (Amer. Journ. Obstet., July, 1909) describes a large amount 
of involutary muscular tissue lying in the perineal body between the halves of the 
levator ani and posterior to the anterior end of the external sphincter. It is in 
close relation both to the levator and the sphincter, some of the bands being attached 
to the fascia covering the upper ends of the sphincter and running in a longitudinal 
direction, while other bands are connected with the fascia covering the levator on 
either side and run in a transverse direction. In his opinion no fibres pass from 
the levator ani muscles themselves between the vagina and rectum, and he considers 
this involuntary muscle tissue of the perineal body a most valuable part of the 
pelvic floor. 

In accordance with this view, in repairing perineal laceration the writer passes 
a catgut stitch threaded on two needles into the recto-vaginal septum in the middle 
line. Each end is then passed transversely along the inner edge of the muscle band 
up to the upper angle of the sulcus, deeply into the anterior fibres of the levator, 
and out again low in the denuded area so that it emerges through the anterior end 
of the external sphincter. The other end is passed in like manner, and the stitch 
tied. The tightening brings the two halves of the levator towards the middle line, 
draws the external sphincter upwards, and restores the relation of these muscles to 
the involuntary muscular tissue lying between the halves of the levator ani. 

J. B. Banister. 


The Salivary Glands and the internal Genital Organs. 

Rarnert (Annali di Ostetricia, May, 1909) publishes an interim note on the 
results of some experiments he has recently made to investigate the functional modifi- 
cations often noted clinically in the salivary glands during pregnancy, the pathologic 
changes which may occur in them, and the existence of an internal secretion held 
as certain by some other investigators. 

The first series of experiments was conducted with the aim of determining the 
toxic condition of the saliva in the different months of pregnancy. Clinically, he 
found that the toxic quality of the saliva of pregnant women, as compared with 
that of non-pregnant, was increased during the early months of pregnancy, but 
gradually diminished toward full term. To avoid the possibility of oral contamina- 
tion, he obtained the saliva in most cases directly from Stenson’s duct after 
preliminary disinfection of the mouth. As an indirect means of checking his 
observations, he made experiments on pregnant rabbits, studying the qualitative 
modifications in their glands by excising them at different intervals. In another 
series of experiments on rabbits, he studied modifications in the glands after 
removal of the ovaries, killing the animals 15, 45, and 65 days respectively after 
the operations. Without relating meantime the exact methods employed or minute 
histologic particulars observed, Raineri draws the general conclusions that the 
salivary glands very evidently participate in the development of pregnancy and in 
any special interference with the genital organs. Structural modifications are not 
very marked, but there is noteworthy vascular hyperemia, cellular hypertrophy in 
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the glandular acini, alterations in the volume and colour of the nuclear protoplasm, 
and signs of increased secretion. The last conditions were wanting in those rabbits 
which had had subsequent doses of ovarian secretion administered to them at 
definite intervals. This fact indirectly supports the hypothesis of an internal 
secretion from the salivary glands at the expense of the cells of the acini. J. H.F. 


Dry heat as a therapeutic factor in Gynecology. 

Grorce GELLHORN (Amer. Journ. Obstet., July, 1909) after considering the 
principles underlying the hyperemia treatment, gives an account of the result 
obtained by him by the use of a modification of Kehrer’s apparatus. In summing 
up his results he says that in gynecology there are a number of chronic conditions 
which cannot be relieved by surgical means. For the treatment of such conditions 
we have to resort to so-called conservative methods, which, in many cases have given 
highly satisfactory results, while in others they have signally failed. In point of 
efficacy the recent method of dry heat has proved superior to the older modes of 
treatment. The employment of hot air boxes or chambers is invaluable in the 
treatment of chronic exudates, irrespective of their location in the parametric 
tissues or the pelvic peritoneum. The results obtained by hot air in this affection 
cannot be approached by any other method. The prompt objective improvement is 
intensified by an almost instantaneous relief from pain. 

The hot-air therapy has also proved very promising in the treatment of certain 
menstrual disorders, notably, amenorrhcea. Furthermore hot-air treatments have 
been found exceedingly useful in a number of conditions arising after operations, 
such as infiltration of the incision, post-operative fistule, paralysis of the intestine, 
etc. With growing experience, the sphere of usefulness for this new mode of treat- 
ment is likely to extend further. 

The untoward symptoms associated with this treatment are, on the whole, few. 
Burns of a mild degree may occur but should be avoided with proper precaution. 
The perspiration must be wiped off at once, if the gauze bags filled with calcium 
chloride and hung in the apparatus do not absorb all the moisture. In weak and 
anemic patients excessive fatigue, palpitation, vertigo, and even nausea have 
occasionally been noticed, but these symptoms should be ascribed to excessive degrees 
of heat. 

The length of treatment varies, beginning with 10 minutes and extending 
eventually over 40 minutes in some cases. The temperature employed is about 


200°—225° F. J. B. Banister. 


Post-operative Psychoses. 

Howarp KeEtty (Amer. Journ. Obstet., June, 1909) in a paper on this subject 
limits the cases to those of severe mental disturbance after operation which are not 
due to infective processes or drugs, nor, apparently, to auto-intoxications. They 
occur most frequently in patients of from 35—45 years of age. The incidence was 
1 in 400 cases of operation. In 12 cases the ovaries had been removed. 

Anesthesia, physical shock, the kind or severity of the operation were not 
effective causative agents. 

Heredity is a most important factor, and above all the mental condition of the 
patient determined the result. An unstable nervous system and especially undue 
anxiety and worry over the operation, and the trouble leading thereto were the 
most potent factors in bringing about profound nervous sequel. 

The prognosis in the majority of cases is favourable and the treatment should be 
mainly prophylactic, and directed towards quieting and reassuring the patient. 


J. B. Banister. 
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Chronic Endometritis. 

ELLERBROEK, Gottingen (Zentralb. f. Gyn., 1909, No. 20, from examinations of 110 
cases of endometritis conducted after the attack, concludes that Adler and Hitsch- 
mann have gone too far in absolutely denying the existence of a true endometritis 
glandularis and asserting that the condition described as such is merely the physio- 
logical premenstrual condition of the uterine mucosa. In women with the clinical 
symptoms of endometritis he found the typical condition on parts of the mucosa 
curetted during the interval. Moreover, under the new negative theory, the beneficial 
results of the ordinary treatment of endometritis are not to be explained, nor are 
many other anomalies of the mucosa. J.J. M. 


Treatment of Extensive cases of Uterine prolapse with cystocele 
by transposing the uterus and bladder. 
T. J. Watkins (Amer. Journ. Obstet., June, 1909) describes his operation as follows : 

A transverse incision is made across the vagina at the junction of anterior wall 
and cervix, the edges caught with forceps and the anterior vaginal wall separated 
from the bladder. Only enough of the vaginal wall is separated to cover the 
aterine body. 

Holding the cervix down, the bladder is now separated from the uterus, and the 
author suggests blunt-pointed scissors as being the best instrument with which to 
do this. The bladder is separated until the peritoneum is reached, and a sufficient 
separation should be made to allow of the delivery of the uterine body. 

Next the peritoneum is opened with the fingers or scissors or dressing forceps. 

The anterior uterine wall is now seized with volsella and drawn downwards and 
forwards. It is exposed and delivered by taking successively higher grips with 
volsellum forceps and elevating the bladder wall. The fundus should be delivered 
first. 

The uterus must not be fixed so that it will press on the urethra and so cause 
difficulty in micturition. The vaginal opening is now closed by a continuous catgut 
stitch, the stitch catching up a small portion of uterine tissue. The transverse 
vaginal incision is sometimes closed in the same line of suture so as to lengthen the 
anterior vaginal wall and so displace the cervix further upwards and backwards. 

In cases of very large cystocele some of the vaginal mucosa is excised, while 
when the cervix is hypertrophied amputation of the whole or part is practiced. 

The indications for the operation are given as :— 

1. All cases of cystocele after the menopause. 

2. All cases of uterine prolapse after the menopause where there is no sign of 
malignant disease. 

3. In all cases of prolapse or cystocele during the reproductive period in which 
pregnancy is improbable or undesirable. In these cases the excision of part of the 
tubes should be practiced. 

The uterus should never be removed except for malignant disease as it is of 
great value as a plug for the hernial opening of the bladder, and of much use as a 
prop for the bladder. When the uterus is removed the vaginal canal ought to be 
completely closed, otherwise hernia of the bladder occurs and inversion of the 
vaginal canal may take place. 

Out of 68 cases operated on by the method only one had required a second 


operation, and no case of recurrence of the cystocele or of post operation vesical 


symptoms had been noted. J. B. Banister. 


Mesenterial Occlusion of the Duodenum, 


A. THe1mtHaBer, Munich (Zentralb. f. Gyn., 1909, No. 21), reports: A primipara, 
aged 38, underwent Cesarean section with Fritisch’s fundal incision, at the end of her 
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pregnancy, on account of imminent rupture of the uterus. On the second day she 
suffered from violent vomiting and gastric pains, and her pulse-rate was 120, though 
her temperature was normal. In spite of repeated gastric lavage the vomiting 
recurred repeatedly until the patient adopted the prone position, as recommended by 
Schnitzler, when it ceased at once and did not recur. She remained in the prone 
position for 16 hours. Theilhaber believes the case to have been one of the so-called 
arteriomesenterial intestinal occlusion (Paul Albrecht), that is to say, constriction of 
the duodenum by the tensely stretched radix mesenterii. J.J. M. 


Enormous Intra-vaginal Uterine Polypus. 

pE Rovvitie (Bull. Soc. d’Obst. de Paris, Feb., 1909). The notes of the case 
were as follows: the patient, aged 45 years, with a good previous history, was 
married at 22, and had six children. Menstruation was regular until a year 
previously, when metrorrhagia and menorrhagia began, accompanied by attacks of 
retention of urine which required the use of the catheter. On examination hemor- 
rhage was present and severe anemia. On palpation of the abdomen a hard 
movable tumour was felt in the left iliac region rising to two finger breadths 
above the symphysis pubis. The vagina was filled in its upper three-quarters by a 
mass the size of a large orange, distending it and movable with the mass felt by 
the abdomen. The diagnosis was made of fibroid uterus, with a possible sub- 
peritoneal fibroid, and a large intra-uterine polypus. On this account the abdominal 
route was chosen as the most suitable for operation. The abdominal tumour was 
found to be the normal uterus pushed up by the lower tumour. The vaginal 
tumour was enucleated with difficulty through a circular incision in the vaginal 
walls; the uterus was removed at the same time. The author, in his remarks, 
points out the comparative facility with which the operation could have been done 
by the vaginal route, and the tumour removed without the uterus. The operation, 
however, was performed owing to the diagnosis of multiple fibroids of the uterus. 
Vaginal extirpation might have been difficult owing to the size of the tumour which 
would have had to be removed piece-meal. The uterus would have had to be 
split in the median line on account of the fundal insertion of the polypoid mass. 
The age of the patient was also a consideration in the question of removal of the 
uterus. A. Loutse McItroy. 


Fatal Hzmorrhage from a Myomatous Uterus after Treat- 
ment with the x-rays. 

F. Sparro, Hamburg (Zentralb. 7. Gyn., 1909, No. 20), reports a case which shows 
that much circumspection is demanded in the selection of cases for treatment by the 
Reentgen rays. A nullipara, aged 47, had a large myoma which had led to profuse 
menorrhagia and to cardiac trouble and albuminuria. As she declined operation she 
was submitted to Reentgen radiation but after the seventh (and last) sitting she had 
copious hemorrhage. Curettage and tamponade stopped the bleeding, but she died 
three days afterwards from cardiac failure. This unhappy result may be attributed 
to the radiation. J.J. M. 


Cyst of Vermiform Appendix simulating Pedunculated Uterine 
Fibroid. 

WEINHOLD (Monatsschr. f. Geb. u. Gyn., April, 1909) read, at a meeting of the 
Gynecological Society of Breslau last January, a report of a case where diagnosis was 
attended with some difficulty. A woman, 74 years of age, had a tumour in the right 
side of the abdomen, at first taken to be malignant and afterwards suspected to be a 
pedunculated fibroid. It seemed to be loosely attached below to the uterus and was 
freely movable. It was hard, sausage-shaped, about eight inches long, and as thick 
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as a man’s fist. Weinhold operated and then found that the tumour was connected 
by an adhesion with the back of the right broad ligament, but had no other attach- 
ment to the pelvic viscera or peritoneum. Above, the tumour was connected with the 
cecum by half an inch of normal vermiform appendix, and the mesentery of the 
appendix ran on to the surface of the tumour supplying it with blood-vessels. The 
tumour was tense, cystic and whitish coloured externally, it contained a slightly 
turbid fluid. Its walls were chiefly made up of muscular tissue arranged in two 
layers as in intestine. It was amputated together with the healthy portion of the 
appendix. In discussing this case, Asch reported another where he operated on a 
woman suffering from the effects of pelvic adhesions impairing the mobility of the 
uterus. She had already undergone an operation for diseased appendix. Asch, when 
examining her, detected a tender hard lump as big as a walnut in the right iliac 
region. It seemed to be an inflammatory mass surrounding a ligature. At the opera- 
tion, Asch found that the lump was the stump of an imperfectly amputated vermiform 
appendix with hard, irregular contents projecting into the lumen of the cecum. The 
operator trimmed away a little of the wall of the bowel when amputating the stump; 
this procedure seemed sufficient as there was no evidence of malignancy. The stump 
was found to be distended by a collection of hard fecal masses. The uterus, ovaries 
and tubes were set free from adhesions, no drainage was employed, and there were 
no complications during the patient’s convalescence. ALBAN Doran. 


Some Cases of Uterine Carcinoma at the end of Pregnancy. 
E. GrArenserG, Kiel (Zentralb. f. Gyn., 1909, No. 21), reports three cases of 
carcinoma successfully operated upon at term, all by means of the Wertheim-Bumm 
method. The pregnancies had all reached the tenth month and all the women were 
discharged well, but in the third case recurrence had taken place in the pelvis two 
months afterwards. Grafenberg finds that in pregnant women and in cancerous patients, 
the antitrypsin in the blood is increased when pregnancy is complicated by cancer ; 
this increase may explain the rapid progress of the malignant disease. In the Kiel 
Klinik, of all the carcinomatous cases, 10 per cent. were discovered soon after child- 
birth, and of all the carcinomata in women of child-bearing age, 21 per cent. were 
connected with a recently terminated gestation. The radical abdominal operation is 
the one to be preferred. J.J. M. 


The Treatment of Carcinoma by Fulguration. 

pe Keatinc-Hart (Wiener Klinisch-therapeutische Wchns., 1909, No. 9), supple- 
menting earlier publications, insists on the necessity of combining fulguration with 
surgical measures, without which it is not efficient treatment. The fulguration itself 
is so painful as to require general narcosis. Especial care must be taken to provide 
for the most complete discharge of the secretion of the wound after operation. From 
the author’s experience the long sparks seem to exert, preferentially, a sub- and peri- 
carcinomatous action on the connective tissue, which has destructive effect upon the 
epithelial cells. No practical statistics are yet available owing to the extreme varia- 
bility of the cases. In regard to the unfavourable reports of Czerny and Schultze, 
Keating-Hart points out that they departed from his principles in regard to their 
technique as well as the instruments employed. 


J.J. M. 


The Surgery of Cancer and Fulguration; a Study of 40 Severe 
Cases Treated by the Method of Keating-Hart; with the 
Collaboration of the Inventor. 

JuGE, Marseilles (Archives provinciales de Chirurgie, September, 1908), gives a 
detailed description adorned by 64 photographs, of 40 cases of cancer of the most 
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varied localization, treated by him and by Keating-Hart himself, with an accurate 
definition of the method and its immediate and later results. The cases are classified 
as (1) inoperable but for a time benefited by the treatment; (2) operable but necessi- 
tating the removal of much tissue; and (3) those which offered normal conditions for 
operation. Without entering on details or discussing the favourable influence of the 
combined treatment we may say that the gist of the article is thati surgery removes 
the diseased parts, fulguration favours, accelerates, and completes, cicatrization. 
J.J. M. 


Laparotomia Hypogastrica with the use of Momburg’s Anzmia, 
for Carcinoma of the Uterus and upper part of the Rectum. 
Nevuavs, Berlin (Berliner kl. Wehns., 1909, No. 20). Momburg’s method consists 
essentially in binding a rubber tube round the patient’s body, between the lower 
margin of the ribs and the edge of the pelvis, and utilizing the elasticity of the tube 
until no pulsation can be felt in the femoral artery. Mackenrodt has already operated 
in this way upon four cases of cervical carcinoma and a vaginal recurrence with 
metastases, and Neuhaus reviews these cases and the experience gained by them. 
The application of the tube caused no appreciable harm; it proved, however, more 
satisfactory not to apply the tube till after opening the abdomen. Technical details 
are discussed, especially in regard to the necessary incisions. J.J.M. 


On Chorionepitheliomatous new growths in Teratomata and 
other Tumours resembling Chorionepithelioma. 

K. Hérmann, Munich (Monatsschrift f. Geb. u. Gyn., Bd. xxix, 8. 207), in an 
article reviewing the literature of chorionepithelioma of the last ten years, gives a 
brief survey of the new growths of thc kind that have been found in teratomata, and 
of the tumours resembling choricnepithelioma which, quite unconnected with preg- 
nancy, have been observed in virgins and senile women, and even in men. As regards 
true teratomata in which all three germinal layers are concerned (most of them, like 
the first described by Schlagenhaufer, have been testicular tumours), these new 
growths can be accounted for without serious difficulty. The ectoderm of the tera- 
toma is capable of giving rise to structures of the most varied types, of which the 
chorionepitheliomatous is a particular one. But new growths, consisting entirely of 
chorionepitheliomatous tissue, have been described in which no resemblance whatever 
could be detected to other developments from the germinal layer. To meet this 
difficulty it has been suggested that in these cases a teratoma has developed exclu- 
sively as chorionepithelioma (Risel). A very large field was allowed to these tumours 
by L. Pick (Hpithelioma chorio-ektodermale, especially in ovarian tumours), but his 
view met with manifold contradiction, for structures resembling chorionepithelioma 
were met with quite frequently in other kinds of tumour, such as sarcoma and 
carcinoma; Michel detected such in a growth which, by examination of its youngest 
parts, was demonstrated to be a carcinoma of the ovary, and in his opinion there are 
carcinomata of the ovary which, owing to their peculiar relations to the blood-vessels 
and perhaps to their originating during foetal life, result in structures closely 
resembling chorionepithelioma. Sternberg attributes the growths resembling syncy- 
tium in testicular and ovarian tumours to proliferation of the endothelium of the 
blood-vessels (the sarcome angioplastique of the French authors), and Ménckberg 
accepts this view for many cases. Risel has recently reported the first two instances 
of gastric carcinoma with metastases resembling chorionepithelioma. 

On the ground of the above-mentioned facts the specificity of new growths resem- 
bling chorionepithelioma, in any tumours not directly connected with pregnancy, and 
even of such in teratoma, has recently been questioned. Though Risel does not believe 
that typical chorionepitheliomatous growths can be confused with simple symplas- 
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matic structures (in the sense of Bonnet), he nevertheless considers, that in regard 
to tumours of atypical structure, the greatest caution is necessary. He insists that 
owing to their totally different genesis, all these growths resembling chorionepithelioma 
independent of pregnancy, must be classified quite apart from the chorionepithelioma 
proper. J.J.M. 


Pseudomucinous Cystoma of the Ovary, with Local Destruction 
of Adjacent Parts and Metastases in the Lung. 

G. W. Nicuotson (Zeitschr. f. Geb. u. Gyn., Bd. lxiv, Ht. 2). It is well-known 
that there are exceptions to the general rule that a tumour may be proclaimed 
innocent or malignant from its microscopical structure. No exception can be 
more striking than the following remarkable case, which shows that an apparently 
simple pseudomucinous cystadenoma of the ovary may assume the most malig- 
nant character. A multipara, aged 60, came under observation with a large 
abdominal tumour, which was diagnosed as an ovarian cyst. Her general condition 
was bad; she was anemic and emaciated, and lately had rapidly lost weight. Death 
occurred before operation. At the post-mortem, the large cyst was found densely 
adherent to the intestines; its walls were friable, and, during its removal, it ruptured, 
allowing 10 litres of pseudomucinous fluid to escape. The cervix and upper part of 
the vagina were continuous with the tumour, and their tissues destroyed and infil- 
trated by it. The pleural surfaces of both lungs were studded with small promin- 
ences the size of a pea. The right ovary was healthy; the left was lost in the 
tumour. 

Examination of the cyst proved it to be a pseudomucinous cystadenoma, formed 
of many loculi of varying size; they were all lined by a single layer of tall columnar 
epithelium, with many goblet cells, and all contained pseudomucinous fluid. Nowhere 
was there any sign of malignancy and nowhere did the microscopical picture depart 
from that of a typical, simple cystadenoma. That part of the tumour which had 
infiltrated the cervix showed the same structure. Throughout both lungs were 
scattered small round whitish nodules of varying size, the largest being 2-3 mm. in 
diameter. The central part of the larger nodules was grey in colour, and composed 
of transparent, viscid material. Microscopically, these nodules were similar in struc- 
ture to the ovarian tumour. They were composed of small spaces, lined by a single 
layer of tall columnar epithelium with goblet-cells, and contained a substance similar 
to pseudomucin. These spaces were formed from the pulmonary alveoli, by replace- 
ment of the alveolar epithelium by the tumour epithelium, and by gradual distension 
with pseudomucinous fluid secreted by these cells. The alveolar walls had been 
gradually stretched until, in the central part of the nodules, almost all traces of the 
original alveolar septa had disappeared. In some alveoli, half the lining-cells were 
tumour-cells, and half were normal alveolar epithelial cells, the two being sharply 
differentiated. In some of the capillary vessels lying between the alveoli, isolated 
tumour cells were found. 

Here then is a case of cystadenoma of the ovary which, although stamped as 
innocent by its microscopical characters, by causing local infiltration of the cervix 
and metastases in the lungs, assumed the highest grade of malignancy. That the 
nodules in the lung are true metastases is proved by their structure being identical 
with that of the original tumour; that metastasis has occurred through the blood- 
stream is proved by finding tumour-cells in the lung capillaries. 

This is the first case ever described to show that cystadenoma of the ovary can 
produce metastases by the blood-stream. Other cases have been described in which 
there has been local recurrenc in the wound after removal of ovarian cysts. This has 
always followed rupture of the cyst during its removal, and implantation of tumour- 
cells. Intraperitoneal recurrence is well-known, producing pseudo-myxoma peritonei. 
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Ludwig Pick follows this article by a criticism of the remarkable case of primary 
adenoma of the lung described by Helleys. In this case the lungs were studded with 
nodules identical in structure with those in Nicholson’s case. From this and other 
considerations Pick concludes that Helley’s case is identical with Nicholson’s, i.e., 
that the nodules were metastases from an ovarian cystoma, and that primary adenoma 
of the lung is still outside the realm of pathology. E. H. 


Abnormal Growth of Hair in Ovarian Disease; Inflammatory 
and Neoplastic. 

Horsaver (Monatsschr. f. Geb. u. Gyn., May, 1909) exhibited, at a recent meeting 
of the Nordostdeutsche Gesellschaft fiir Gynikologie, a case of marked hypertrichosis 
associated with early menopause, atrophy of one ovary and simple cystic disease of 
its fellow without any evidence of malignancy, hypernephroma or hermaphroditism. 
The patient was 46 years of age, the menopause had been complete twelve years 
previously. For three years the circumference of the abdomen had been gradually 
increasing and at the same time a growth of strong hair had developed on the back, 
abdomen, chest and extremities. On the face a conspicuous moustache began to grow, 
with beard and whiskers. There was a cystic ovarian tumour of the size of a man’s 
head with twisted pedicle; it was removed together with the opposite ovary. No 
malignant degeneration of any kind could be found in the cyst wall, whilst the other 
ovary bore no trace of follicles or ova. Hofbauer observed that Peaslee attributed 
hypertrichosis associated with ovarian disease to malignancy, according to the 
evidence of three cases; Olshausen reported another case where there seemed no trace 
of malignancy; Alberti’s case appeared to prove little either way. After all, the 
significance of the association of the growth of hair with ovarian disease, with 
pregnancy and with pseudohermaphroditism, or even with normal sexual distinctions, 
remains undetermined. ALBAN Doran. 


Cysts of Gartner’s Duct removed by Operation. 

UNTERBERGER (Monatsschr. f. Geb. u. Gyn., May, 1909) reports a most instructive 
case where two large cysts developed in the pelvis and were found to communicate 
with the canal of the cervix on the right side by the junction of a duct from each 
cyst. We may further point out that in this essay, written in the German language 
by a distinguished writer, the name of the Danish anatomist Gartner is not misspelt 
“Gartner” or “Gaertner.” 

A married woman, aged 43, consulted Unterberger for hemorrhages. She had 
borne 5 children, all to term, and the labours were natural, the last child was 5 years 
old. For about six months the periods, previously regular every four weeks, had 
become very irregular and profuse. <A swelling developed in the lower part of the 
abdomen to the right of the middle line, and it occasionally grew smaller and less 
tense after the discharge from the vagina of blood and greasy, purulent fluid. 
Labour-like pains accompanied this spontaneous discharge of fluid; otherwise the 
patient’s malady was painless. 

Unterberger found that the cervix was displaced upwards and to the left. Post- 
eriorly a round, compressible tumour filled the pelvic cavity and was connected with 
another, a smooth walled cyst, lying to the right and extending upwards to the level 
of the umbilicus. The body of the uterus could be defined and the whole mass 
moved together, but only to a slight extent. Free bleeding from the uterus was 
noted, the curette was applied and the hemorrhage ceased. The vagina was disin- 
fected, then Unterberger pressed on the left tumour and sanious, watery, faint 
smelling fluid immediately issued from the os externum. After the exploration, the 
fluid escaped in great quantities and the tumour behind the cervix became a flaccid 
sac, whilst that on the right side remained tense and elastic. No malignant elements 
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were detected in the scrapings. Eleven days after the exploration, Unterberger 
attempted a vaginal operation, and finding that the pelvic tumour was retroperitoneal 
he did not lay it open for fear of infection, but closed the incision which he had 
made into Douglas’s pouch. A fortnight later there was rise of temperature, the 
discharge grew less sanious but more fetid, and as the patient, kept under observation 
for a week longer, suffered greatly from debility, Unterberger performed an abdom- 
inal section. 


At the operation the uterus and its appendages were found displaced upwards and 
towards the left. The ostium of each Fallopian tube was closed, the right ovary and 
right round ligament adhered to the right tumour which was encapsuled in the right 
broad ligament. The posterior layer of the broad ligament was laid open and the 
cyst enucleated; it was so intimately connected with the supravaginal part of the 
cervix that it could not be separated without the aid of the scalpel. The left tumour 
was then enucleated from under Douglas’s pouch. A stout silk thread was tied round 
the supravaginal part of the cervix before amputation in order to prevent the 
contents of the uterus from escaping into the peritoneal cavity. Unterberger then 
found that when he pressed on either cyst its fellow became more swollen. The 
uterus was amputated; the cavity made by the enucleation could not be covered 
over entirely by the peritoneum. The abdominal wound was closed without drainage. 
The patient died on the sixteenth day. There was suppurative inflammation of the 
parametrium, but no general peritonitis; the peritoneal cavity was cut off from the 
pelvis by adherent intestine. 


The parts removed at the operation were carefully examined. The uterus and 
appendages were of about the normal size. The right tumour, which was as big as a 
foetal head, communicated with the cervical canal by a duct three quarters of an inch 
long. This duct ran obliquely upwards and inwards through the wall of the cervix 
on the right, opening into the cervical canal immediately below the os internum. The 
left tumour was of about the same bulk as its fellow; it also had a duct. The course 
of this duct was remarkable : it did not run into the wall of the cervix on the left, 
but opened into the duct of the right cyst a little before the latter duct entered the 
wall of the cervix on the right. There were two small cysts on the surface of the 
right tumour, and both opened into its cavity. It is evident that the left tumour as 
well as the small cysts arose from the right duct of Gartner, being secondary diver- 
ticula from the right cyst. In this case no tumour had formed in any part of the 
left duct. 

A probe could be passed from the cavity of both of the big cysts into the canal of 
the cervix. The wall of these cysts was thick and riddled with cystic dilatations 
varying greatly in size and filled with a clear fluid bearing flocculi. The large cysts 
held the sanious foetid fluid which had come away so freely before the operation, the 
inner wall was irregular. Under the microscope, that wall was found to be lined 
with a single layer of cubical epithelium destroyed at many points by inflammatory 
changes. The cystic dilatations in the substance of the main cyst walls were lined 
with well-marked cylindrical epithelium. ‘The solid part of the walls was made up 
of connective tissue with smooth muscle cells. The lining of the ducts was destroyed 
almost completely by inflammatory changes, but after careful search a limited area of 
pavement epithelium, in several layers, was discovered in some sections of the duct of 
the right cyst. 

Unterberger gives a good list of published cases of cysts of Gartner’s duct, and 
of monographs on the subject. He has, however, overlooked Dr. Amand Routh’s 
contribution “On Cases of Associated Parovarian and Vaginal Cysts formed by a 
Distended Gartner’s Duct” (7'rans. Obst. Soc., vol. xxxvi, 1894, p. 152). The watery 
discharge, from which Unterberger’s patient suffered, was noted also in a case pub- 
lished by Sfameni last year, where subtotal amputation of the uterus had been 
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performed after Cesarean section. Hydrorrhea followed, and was mistaken for 
ureteral fistula, but was found to be due to a dilatation of Gartner’s duct. 

(Cystic tumours of the lower part of the duct of Gartner are quite different from 
cysts of the meso-salpinx and hilum of the ovary, ascribed by Coblenz to the upper 
part of the duct and to the parovarium, though Kossmann insisted that they arose 
from Millerian relics. The question remains unsolved.—/ep.) Asan Doran. 


Primary Cancer of Fallopian Tube. 

CaRAVEN AND Lerat (LBulletins et mém. de la Soc. Anatom. de Paris, May, 1909) 
report a case which they register as “Primitive Epithelioma of the Tube,” where 
the diseased structure was amputated by Pozzi. ‘The clinical history was highly 
characteristic. A woman, aged 54, was admitted into the Hépital Broca in January, 
1908, complaining of abdominal pains, chiefly in the left side radiating to the loin. 
The patient had been pregnant once only, aborting at the sixth month; she was then 
24 years of age. The periods had always been regular. The menopause began at 
52, then three or four attacks of metrorrhagia (sic) occurred and they were followed 
by very free discharge of watery fluid for six months, this discharge was faint pink 
in colour at first, but it became colourless. A severe acute attack of pain took place 
a fortnight before admission. On examination, the cervix seemed of normal size and 
consistence, but displaced backwards, the body of the uterus was enlarged and firm, 
and a hard mass occupied the left fornix. The diagnosis was uncertain, painful 
uterine fibroid seemed the most probable condition, but malignant disease was 
suspected as there was much progressive emaciation, with severe pain and very free 
watery discharge. Pozzi operated, and found the pelvic organs buried under firmly 
adherent coils of intestine. He carefully detached one coil and laid bare a swollen 
left Fallopian tube which was then separated from adjacent pelvic structures to 
which it adhered very closely. The tube was amputated and a gauze drain passed 
into the pelvis. The patient’s health improved, but she died of disseminated cancer 
about a year later. The structure removed appeared to be a Fallopian tube much 
enlarged by inflammatory changes but its consistence suggested a new growth. 
Sections through its walls were examined under the microscope. A cylindrical 
epithelioma was detected, papillomatous in parts, alveolar elsewhere. 

(Let it be remembered that another case of cancer of the Fallopian tube was 
reported by Lorrain in the preceding (April, 1909) number of the same Bulletins, 
and another was published by Delaunay last Spring in the Paris Chirurgical—see 


JOURNAL, May, 1901, p. 339.) Aspen Doray. 


The spontaneous opening of a Tuberculous Pyosalpinx into the 
bladder. 

VIOLET AND CuHALiER (Zerue de Gynécologie et de Chirurgie Abdominale, 1909, 
January—February), after an extended search through gynecological literature have 
been unable to find any recorded case of a tuberculous pyosalpinx opening 
spontaneously into the bladder, though many cases of abscess from other causes 
opening into the bladder have been recorded. The case reported by Derville was 
not confirmed by operation or necropsy. The authors believe that some at least of 
the many cases of pelvic suppuration opening into the bladder which have been 
recorded from time to time have commenced as a tuberculous pyosalpinx, the true 
nature of the disease having been overlooked. 

The three cases reported prove in an indisputable manner that a tuberculous 
pyosalpinx may occasionally open spontaneously into the bladder. In one case the 
opening was the size of the index finger, in another it was so small that it could not 
be discovered at the operation. The lesions found on opening the abdomen were 
such as are usually present eccompanying chronic peritenitis, and the tuberculous 
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nature of the disease was not definitely known until the tissues had been examined 
microscopically. In one case the vault of the bladder was entirely denuded of its 
peritoneal covering and presented two large fungating patches, in another, the site 
of the perforation was the bottom of a crateriform ulceration surrounded by masses 
of granulations. The interior of the bladder which could easily be explored through 
this large opening, was smooth and free from all trace of ulceration or granulation. 
There was no doubt that the invasion of the bladder wall was due to the direct 
extension of the tuberculous process from the diseased appendages. The authers 
comment upon the fact that though the bladder is contaminated with pus, cystitis 
does not immediately supervene. None of the patients presented themselves for 
treatment because of the pyuria or the perforation, but on account of the pyosalpinx. 
The opening into the bladder may be direct (tubo-vesical) between an adherent 
tube and the bladder, or indirect (peritoneo-vesical) a softened caseous mass in the 
peritoneum intervening between the two structures. None of the patients were able 
to give the exact time of the rupture and appearance of pus in the urine which was 
only discovered on routine examination. Unfortunately as the opening into the 
bladder was unsuspected until the operation, the authors are unable to speak from 
personal experience of the value of cystoscopic examination of the bladder, they 
however think it of great value, not only when the opening is large and easily 
visible, but also when it is small and inaccessible, for in such a case the fact that 
the pus did ‘not come from the orifices of the ureters could easily be demonstrated 
and that the cystitis present was not sufficient to account for the large amount of 
pus in the urine, would give rise to the suspicion that there was an opening into the 
bladder. The fact that the bladder has been perforated shows that the disease has 
spread to it and the authors insist that this accident is a clear indication for 
surgical intervention. They recommend complete abdominal hysterectomy, and 
vaginal drainage. The diseased portion of the bladder should be excised and the 
opening sutured. In one case this procedure was followed by a vesico-vaginal 
fistula for two months but it healed spontaneously. The three cases recorded were 
well three years and a half, two years and a half, and one year respectively after 
operation. A. Lionet Smita. 


Pregnancy in an Accessory Rudimentary horn ofa Uterus Bicornis 
Unicollis. 

Coun (Revue de Gynécologie et de Chirurgie Abdominale, 1909, January— 
February) writes of a case of pregnancy in an accessory uterine horn, operated on 
by him at term in the Maternité of Bucharest. The patient was a woman, 24 years 
of age, with nothing noteworthy in the antecedent or menstrual history. Two 
previous pregnancies and labours had been normal. During the present pregnancy 
foetal movements were first noticed about the fourth month. At term the patient 
had abdominal pains and a small amount of blood was lost per vaginam. There was 
a mass in the abdomen about the size of a seven months pregnant uterus. On 
bimanual examination the body of the uterus could be felt lying in the left flank, a 
little anterior to the tumour. The vaginal mucous membrane showed violet dis- 
colouration. At the time of the examination a painful contraction and relaxation 
of the wall of the tumour was distinctly felt, consequently a diagnosis of pregnancy 
in an accessory uterine horn was made. The abdomen was opened and the gravid 
accessory horn removed. The patient made an uneventful recovery. A diagram 
showing the relations of the tumour to the uterus is given. 

The corpus luteum was in the right ovary. There was no communication 
between the two uterine horns, therefore transmigration of the spermatozoa across 
the pelvis had occurred. 

Cohn has made an exhaustive search through the literature of this subject and 
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comments on a large number of previously recorded cases, he considers that the 
terms rudimentary and accessory uterine horns are incorrect and have been wrongly 
applied to several conditions : an accessory uterine horn containing an ovum at full 
term pregnancy can hardly be called rudimentary. Kehrer’s classification is adopted, 
the cases being divided into two groups. 

(1) Uterus bicornis et septus bilocularis, with the atresic or stenosed gravid 
accessory tube well developed. In this class the rupture does not usually occur 
until after the seventh month, as a rule the foetus is retained longer than full term 
gestation. 

(2) Uterus bicornis et septus bilocularis, with a true rudimentary accessory horn. 
In this class the muscular wall of the rudimentary horn is poorly developed. 
During pregnancy the superior wall is much thinned and rupture generally occurs 
in the first six months. In the majority of cases of uterus bicornis pregnancy most 
often occurs in the normal sides, the pregnancy, labour and puerperium being 
uneventful, occasionally, however, the accessory horn may give rise to dystocia either 
by the retention within it of a lithopedion or due to it becoming impacted in the 
pelvis. Several cases of repeated pregnancy in an accessory uterine horn have 
been noted. 

Rupture of the sac gives rise to a variable amount of hemorrhage, the ovum 
is expelled into the peritoneal cavity and usually dies, occasionally however the 
placenta is not detached and the fcetus continues to grow in the peritoneum. Ott 
records a case in which an eight months foetus remained in the peritoneal cavity for 
15 days after the rupture of the sac and which lived for six hours after its removal 
by operation. 

As a rule the rupture of the sac occurs between the third and fifth month most 
commonly during the fourth, that is to say the rupture occurs at a later period 
of pregnancy than it usually does in tubal gestation. The amount of blood lost at 
the time of rupture is usually not great as the wall of the sac is frequently not 
very vascular, moreover the sac gives way slowly and time is allowed for the 
vessels to become thrombosed. Owing to the analogy between pregnancy in a 
rudimentary horn and interstitial pregnancy it may be extremely difficult to 
differentiate anatomically between the two conditions, if however the pedicle 
joining the two uterine horns is long and slender the diagnosis offers no great 
difficulty. 

Clinically the diagnosis is often a matter of very great difficulty, if the uterus 
can be isolated, on bimanual examination the direction and insertion of the hyper- 
trophied round ligament may make the matter clear. ; 

The author states that the alternate contraction and relaxation of the tumour 
serves to distinguish this form of ectopic gestation from tubal pregnancy. 

Cohn considers that the indications for active surgical treatment in this form af 
pregnancy are even more urgent than in tubal pregnancy. Operation is indicated in 
all cases, either during pregnancy, at the time of rupture of the sac or when the 
foetus has been retained beyond term.. The prognosis is more favourable after 
operation than in any other form of ectopic gestation. 

The author advises total extirpation of the accessory horn by the abdominal 
route. The pedicle should be tied as far as possible from the body of the uterus. 
If there is difficulty with hemostasis, supravaginal hysterectomy is indicated. 

A. Lions, Smita. 


The Management of Cardiac Disease with Broken Compensation 
during Pregnancy and Labour. 

J. A. Harrar (Bulletin of Lying-in Hospital of the City of New York) points 

out that heart disease with failing or lost compensation occupies a most important 

position among the complications of pregnancy and labour. The incidence of this 
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complication is not high, but the mortality both of mothers and children is very 
much greater than is commonly supposed. ‘lhe views expressed by Dr. Harrar are 
based on 97 cases observed in the City of New York Lying-in-Hospital. Of these 
15 were discharged undelivered. The immediate mortality of the remaining 82 
cases, including 6 dying undelivered, was 30%. No account is taken of those patients 
who died, after discharge from the hospital, in the first few months succeeding the 
puerperium. 

Prognosis. One of the most important points under this heading, is the time of 
occurrence of the first failure of compensation. In 9 cases the first loss of compen- 
sation occurred between the ninth or tenth months of pregnancy; of these cases only 
one ended fatally. In 9 cases where compensation failed before the sixth month 
7 died and only 2 recovered. 

The nature of the cardiac lesion is apparently of not very great importance when 
once dilatation begins, but it would seem that simple mitral lesions have a larger 
power of recuperation and respond more readily to treatment than is commonly 
supposed. Combined aortic and mitral disease is by far the most serious. 

In cases where the kidney is seriously damaged the prognosis is always very 
unfavourable. The age and parity of the patient seems to make but little difference, 
except that labour in primipare being more prolonged, the strain on the heart is 
necessarily greater. 

The great mortality among the children is due to two factors, prematurity and 
the frequent necessity of artificial delivery. The foetal mortality of the 81 cases 
was 33%. In no case was a post-mortem Cesarean section performed. 

Treatment is considered under three headings, General, Medical, and Obstetrical. 

1. General. In the majority of cases a patient with endocarditis goes through 
her pregnancy and labour with very little disturbance. But it should be duly 
impressed upon her that she must lead a very quiet life. Exertion of any kind, 
such as long walks, stair climbing, etc., should be forbidden. The importance of 
maintaining compensation is far too great to risk. 

If compensation fails, the patient must be put to bed and kept there for several 
weeks after all symptoms have disappeared. A most careful watch should be kept 
on her afterwards. The slightest return of albuminuria, cedema of the legs, or 
dyspnea indicates a return to bed, as it is much more difficult to prevent and to 
treat a second failure of compensation than a first. 

Medical. The indications for the various drugs are given. The great value of 
strophanthus in the treatment of acute edema of the lungs following labour is 
emphasised. 

Obstetrical. Induction of abortion or premature labour is seldom expedient, 
except where its performance a few weeks before term may ensure less stress on a 
damaged heart, or very exceptionally in the interests of the child. It is absolutely 
contra-indicated during periods of lost compensation. The indications for induction 
may be classified under the following headings :— 

(a) If compensation fails badly before the sixth month. 

(b) If compensation is not fully regained after a month’s rest in bed and the 
usual therapeutic measures. 

(c) At or after the 36th week to ensure an easier labour. 

(d) In desperate or moribund cases in the interests of the child. 


As regards the management of labour, the second stage should be shortened by 
the aid of forceps applied while the patient is in the sitting position. A careful 
watch must be kept on the pulse during the third stage, if it becomes irregular and 
weak with evidence of dilatation of the right heart, post partum hemorrhage is to 
be encouraged. Occasionally when the pulse is small and weak and there is no 
evidence of dilatation of the heart it is a good plan to attempt to keep up the 
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intra-abdominal pressure with a tightly applied abdominal binder, thus avoiding 
the tendency to engorgement of the large abdominal veins. After delivery the 
patient must be carefully watched for the first 48 hours as the heart is very liable 
to fail at this time. As a general rule it is inadvisable for the mother to nurse. 
[Note.—No attempt has been made to abstract the details of seventy-five cases 
which accompany this paper.] J. A. W. 


Spontaneous Rupture of the bladder in a woman three months 
pregnant with a retroverted uterus and retention of urine. 
Immediate interference; cure. 

Atsert Martin (Compt. Reud. dobst., etc., de Parsi, April—May, 1909). The 
conditions occurred in the case of a patient, aged 25 years, a primipara, and pregnant 
about 34 months. Some days before, there had been present frequency of micturition 
with slight pain; at this time retroversion of the uterus was diagnosed, and imme- 
diate treatment advised. The patient was able however to go about her daily 
occupation and did not experience very much discomfort. While in bed she had an 
attack of sneezing which was followed by a sudden and very severe pain in the 
abdomen. On examination the abdomen was found to be too tender for palpation, 
an attempt at a vaginal examination was made, the uterine mass being felt.. ‘The 
patient was taken in to hospital and operation was performed three hours after the 
onset of the severe symptoms. Before incision of the abdomen some urine containing 
blood was drawn off by catheter. On section of the anterior abdominal wall about 
35 litres of urine were found in the peritoneal cavity; this was removed and the 
peritoneal surface carefully sponged dry with gauze. The laceration was found to be 
near the fundus of the bladder and in a transverse direction; this was stitched up in 
two layers of catgut sutures, after which an attempt was made to replace the 
uterus. This was only effected by means of compression from the vagina as well, 
the uterus falling back again after the first attempt. The vagina was tightly packed 
with gauze. The abdominal wound was drained at its lower end by gauze, and a 
catheter was left in for several days. The patient made a good recovery with the 
exception of some temporary cystitis due to the presence of the catheter. 

Martin ascribes the success of the case to the immediate intervention by opera- 
tion after rupture had taken place. The cause of the rupture was probably due to 
the enormous and continuous distension of the bladder when some slight shock 
such as a sneeze occured. 

No lesion was found in the bladder mucous membrane, nor was any thinning of 
the walls present. A. Louise McItroy. 


The Practical Value of the Wasserman Reaction to the 
Obstetrician. 

Post (Gynwcologische Rundschau, Jahr. iii. Heft. 12) advises this test in all cases 
where syphilis is suspected, and in all cases of repeated abortion. When a positive 
reaction is obtained, the treatment should be controlled by repeated serum diagnosis. 
Where syphilis is present in the parents, the child should be continuously examined 
for the reaction. All wet nurses should be examined by this test, as well as the 
infants of syphilitic parents. E. Scorr CARMICHAEL. 


Czsarian operation in a Fibromatous Uterus. 

Fasre AND Bourret (Bull. de la Soc. d’obst., Paris, April—May, 1909). The 
peculiarity of the case lies in the fact that the fibromatous nodules in the uterus 
were only recognised after the incision of the organ in Cesarian section. One of 
these nodules, situated in the anterior uterine wall, was intersected by the lower 
part of the incision, the scissors coming in contact with a point of resistance which 
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gave the operator the impression that he had touched upon one of the fcetal limbs. 
Profuse hemorrhage occurred from the site of the incision. On delivery some 
difficulty was experienced in detaching the membranes from the posterior uterine 
wall, this being due to the presence of two or three little fibrous nodules in the 
wall. The only nodule removed was that on the anterior wall which was easily 
enucleated. No complications ensued after the operation. A. Louise MclIuroy. 


The Indications for Abdominal Czsarian Section in Placenta 
Praevia. 


H. D. Fry (Amer. Journ. Obstet., June, 1909) considers the question under the 
following headings :— 

1. What are the principal dangers to be overcome by the obstetric treatment 

of placenta previa? 
. Does delivery by Cesarian section escape these, or does it add others? 
. What is the prognosis of placenta previa treated obstetrically ? 
. What is the prognosis when treated by Czsarian section? 
. What are the indications for the classical Cesarian section? 
. What are the indications for the Porro operation? 

1. He dwells on hemorrhage, laceration of the lower uterine segment and sepsis 
as the chief dangers to be overcome; and in considering (2) thinks that these 
dangers are escaped to a large extent by Cesarian section, which does away with 
the stages of labour and renders laceration impossible. Sepsis is still to be feared 
and hemorrhage due to uterine inertia may occur. Dangers due to operation, shock 
and post-operative complications, are also mentioned. 

3. He quotes 161 cases by six operators, with 5 deaths, giving a maternal 
mortality of 3°1 per cent. 

4. Since 1905 he quotes 13 cases with one death, a maternal mortality of 7°7 per 
cent.; while the foetal mortality in this series is 25 per cent. In this connection 
attention is drawn to the fact that the prognosis of Cesarian section for placenta 
previa depends upon the two factors whether or not the patient has been ex- 
sanguinated before the operation, and whether or not she has been subjected to 
preliminary obstetric treatment. 

5. The indications for Cesarian section are given as primiparity, a small vagina, 
rigid and undilatable cervix, and central placenta previa, while other observers 
add deep lateral placente, a viable child, and pregnancy at or near term to the 
above list. 

These conditions are said to obtain in about 5 per cent. of cases of placenta 
previa, so that the author considers that Cesarian section will be indicated about 
once in 20,000 pregnancies, giving the incidence of placenta previa as 1 in 1,000. 

6. Cases requiring Porro’s operation he considers to be those in which the above 
indications obtain but in which previous attempts have been made at delivery. 

J. B. Banister. 


Czsarian Section in Placenta Praevia. 

CuarLEs JEwett (Amer. Journ. Obstet., June, 1909) weighs the claims of obstetric 
measures against those of Cesarian section to the advantage of the former. He 
considers that the lessened risk of infection and of uterine lacerations which obtain 
in abdominal delivery, is important, but sepsis hardly should be quoted for one 
method and against another, and iacerations are mostly the result of avoidable 
violence. 

With regard to the most essential factor in the death-rate of placenta previa— 
loss of blood, the author thinks that in the majority of cases obstetric measures, 
such as rupture of the membranes, the use of dilating bags or version, are hardly 
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less dependable for hemostasis than the Cesarian operation. In complete placenta 
previa complicated with an undilated and rigid cervix abdominal section claims 
consideration, but here too, obstetric measures are advocated. Grave hemorrhage, 
in the writer’s opinion, is due more to failure in the timely and well-directed use 
of the obstetric measures at command than to any lack of them. 

From the standpoint of shock the major operation is stated to be at a signal 
disadvantage. 

Lastly, the claim for Cesarian section based upon the diminished foetal mortality 
is considered. Of the three great causes of this mortality in placenta previa, 
prematurity, loss of blood and delay or trauma in delivery, the first two are present 
to an equal degree in cases where Cvesarian section is done, and the author does 
not think that the method saves an appreciable number of lives. 

He quotes statistics in support of his paper, giving maternal and foetal mortalities 
under obstetric deliveries of 6 per cent. and 61°8 per cent.; the figures for Csarian 
operations being respectively 11°5 per cent. and 34 per cent. J. B. Banister. 


Sterilization in Czsarian Section. 

J. O. Potak (Amer. Journ. Obstet., June, 1909) in a paper on this subject arrives 
at the following conclusions. 

The obstetric surgeon should sterilize the woman who is subjected to a 
Cesarian section: First, if she request the procedure. Second, after the second 
section in the presence of the absolute indication, if the proper consent can be 
obtained. Third, if the pathological conditions present necessitate extirpation of 
the uterus in the interest of the patient’s life and health, sterilization may be done 
if necessary with consent. 

Further, in elective and uncomplicated hysterotomies, excision of the proximal 
ends of the Fallopian tubes at their origin in the uterus, and occlusion of the 
severed end by flattening it out, and suturing it to the peritoneum on the posterior 
fundal wall is the operation of choice. When infection, disease, or atony with 
uncontrollable hemorrhage of the uterus is present, hysterectomy or the Porro 
operation should be elected, to secure to the patient immunity from future 
conception and gestation. 

Finally, whenever possible, one or both ovaries should be retained that any 
operative menopause may be averted. 


C. M. Green (Zbid.) takes up a different view and except in the presence of 
pathological indications never sterilizes his patients. He considers that repeated 
sections do not involve any more risk to the patient, in fact in his experience the 
risk is slightly less in the repeated operation. 

Also he thinks the possibility of uterine rupture in previous labours is over- 
rated, and the cases of two patients are quoted, each of whom was delivered 
naturally at a fourth labour, after having three Cesarian sections done for a 
relative indication. 

The author also considers that the woman or her husband are not justified in 
asking for sterilization to be performed, neither does the possibility of a woman 
neglecting to put herself under proper care during a subsequent pregnancy weigh 
with him in the matter. “If,” he asks, “an adult is so ignorant or indifferent to 
safety as to walk on the railway and is killed by a passing train, shall we therefore 
abolish the railroads?” 

In order to make subsequent Cesarian operations safer, the author has tried the 
expedient of making a broad, long, artificial fixation area, in order to make it 
possible to do future operations entirely extra-peritoneally. He has not, however, 
had an opportunity as yet of judging the efficiency of his method. 

J. B. Banister. 
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Extraperitoneal Czsarian Section. 

H. Fucus, Dantzig (Zentralb. f. Gyn., 1909, No. 21), describes a case in which this 
operation by the Latzko-Doederlein method was performed instead of hebosteotomy 
upon a primipara 21 years of age, on account of very unfavourable conditions of the 
soft parts of her genital canal. The peritoneum was not opened; there was no 
hemorrhage, and both mother and child survived, the latter being 4,400 grammes in 
weight and 54 cm. long. Fuchs recommends that the detachment of the bladder 
should be begun from the left as that organ is nearly always displaced to the right. 
The incision in the uterus was only 10 cm. long but allowed the extraction of the 
large child by forceps. It seems possible that this method may altogether replace 
hebosteotomy in primipare. 


J.J. M. 


Pubiotomy. 


Kart Boss (1.D. Strassburg: Muenchener m. Wehns., 1909, No. 22, S. 1146) 
reviews the results of pubiotomy in the Strassburg University Frauenklinik and 
shows that the operation has such a good prognosis, that it may be expected to 
cause a great change in the indications for interference in cases of contracted pelvis. 
The future will show which method of operation is the best. The cases best suited 
for pubiotomy are contractions of the pelvis of the first and second degree—more 
often the second. Cesarean section on relative indications will therefore lose its 
justification for most cases of contracted pelvis, apart from such as demand it for 
the sake of the child. The estimation of prophylactic version, of the high forceps 
and even of the induction of premature labour, will be greatly diminished; perfora- 
tion of the living child will however remain as an operation of necessity for certain 
cases. For contracted pelves with a conjugata vera of from 6'5 to 5 cm. pubiotomy is 
out of the question; here, as hitherto, Cesarean section on relative indications and 
embryotomy hold their place; and Cesarean section is absolutely indicated in pelves 
still smaller, 

J.J. M. 
The A&ttiology and Treatment of Prolapse of the Cord. 


Ws. Drierricu (1.D., Munch, 1909: Afuwenchener m. Wehns., 1909, No. 21, S. 1094), 
from the cases in the Obstetric Klinik of the Munich University from 1890 to 1908, 
concludes: (1) In a relatively large number of cases of prolapse of the cord, head or 
breech presenting, rapid spontaneous delivery renders interference impossible and 
unnecessary ; the result in such cases is good. (2) An attempt to repose the cord is 
justifiable in cases in which the child has apparently suffered no harm from the 
prolapse and the woman’s pelvis is normal or nearly so. But if the cord again pro- 
trudes, or if the foetal heart sounds, which must be accurately controlled, become 
enfeebled, a second attempt at reposition is not justified unless turning is not indi- 
cated. (3) In all other cases the most successful treatment is immediate version and 
extraction, or extraction without version. (4) If the os uteri be not dilated, and the 
pulse be normal or nearly so, vaginal Cesarean section is to be preferred to the use 
of the colpeurynter and Braxton-Hicks’ version. (5) The forceps has no great place 
in the treatment of prolapse of the cord for when the head is in a suitable position 
for their application the life of the child is already seriously endangered. (6) In 
cross births with prolapse of the cord the treatment of the prolapse is part of the 
treatment of the false position. J.J.M. 


Torsion of the Umbilical Cord. 
Sroiz (Gyncologische Rundschau, Jahr. iii, Heft. 11). Torsion occurs not infre- 
quently with a living child. It is generally in the direction of the spirally directed 
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vessels, and cases have been recorded of 9 and 21 turns. Torsion may occur through- 


out the whole cord or may be localised to one part. [Illustrations are given of 


localised torsions of different varieties. E. Scotr CARMICHAEL. 


The Micrococcus Endocarditis Rugatus (Weichselbaum) in the 
Blood in Puerperal Fever and in the Discharge of Purulent 
Endometritis, and also some Remarks on Phototherapy 
in Gynzcology. 

TH. VAN DE VELDE, Haarlem (Wiener kl. Wcehns., 1909, No. 18), found this micro- 
coccus in the venous blood from the arm, in one case of puerperal fever with slight 
endocarditis, and in the purulent uterine discharge, in two cases of obstinate endome- 
tritis, not in pure culture but the most prominent and preponderating organism. In 
the second case of endometritis a cure was ultimately obtained by local treatment 
with Kromayer’s quartz-lamp. J.J. M. 


Acute Appendicitis in the Puerperium. 

A. Laproorn SmitH (Amer. Journ. Obstet., June, 1909), in a paper on the 
necessity for examining and if necessary removing the appendix during every 
abdominal section, mentions the following cases :— 

(a) Patient, delivered three days before, complained of severe general abdominal 
pain. Pulse 120, temperature 103°. The pain was spasmodic and hardly affected 
by administration of morphia. There was no sign of pelvic infection. ‘The 
abdomen was very distended, and acutely tender over MacBurney’s point, moderately 
tender elsewhere. There was intense thirst, and obstinate constipation, with 
incessant vomiting. On enquiry a history of two previous attacks of pain and 
vomiting was elicited. At operation the enormously thickened appendix, with a 
perforation two inches from its base, large enough to admit the little finger, was 
found in an abscess cavity containing half a pint of foul-smelling pus. The appendix 
was removed and drainage obtained through the vagina as well as through the 
abdominal incision. Recovery was uneventful. 

(b) Patient had been delivered nine days before with forceps with great difficulty. 
Laceration of the perineum was sutured and had healed. Lochia normal, but pulse 
130; temperature, which had been 108°, had dropped suddenly to normal. Constipa- 
tion was marked and vomiting incessant. A cutting pain was complained of all 
over the abdomen and acute tenderness found over MacBurney’s point. 
yielded the fact of an acute attack some years before. At operation there was 
general peritonitis over the lower half of the abdomen and an abscess around the 
gangrenous appendix. This was removed, and owing to the patient’s condition 
drainage only adopted through the abdominal wound. The temperature remained 
up for a week, but convalescence was eventually good. 


Enquiry 


J. B. BANiIsTER. 


The Relation of Retention of Pieces of Membrane and Placenta to 
Puerperal Fever. 

R. Puppet (Zeitschr. f. Geb. u. Gyn., Bd. lxiv, Ht. 3) has enquired into the 
significance of retention of pieces of membrane and placenta, and concludes that their 
influence in causing puerperal infection has been much overrated, and that operative 
interference for their removal is seldom justified. The material, on which his paper 
is based, comes from the Kénigsberg Women’s Hospital from 1898 to 1907, supple- 
mented by cases from the literature on the subject. 

He first considers retention of membranes, and presents a series of 95 cases, of 
which 44°2 per cent. were accompanied by fever; of these, in 66 per cent. the fever 
did not last more than three days, and in 74 per cent. the temperature did not 
exceed 39°C. Operative interference was never undertaken, but expulsion was left 
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to nature in all cases. In no single case was there any septic infection of tissues or 
other bad effect. The fever was simply due to absorption of toxins. With these 
figures he compares the results of authors who pursue the active course of treatment, 
and shows that the operation of removal is itself dangerous in causing infection of 
the tissues by disturbance of the leucocyte-wall in the uterus. All manipulations 
within an infected uterus should be avoided. Secondly, retention of placenta is 
considered, and he presents 22 cases, all treated by operative removal. Of these, 13 
were afebrile before the operation; of the febrile cases the operation was followed by 
parametritis in 5 cases, and by pyemia in 4 others, with 2 deaths. The author thinks 
that the results would have been better if, except in the cases accompanied by severe 
hemorrhage, the expulsion of the retained pieces had been left to nature. Pieces of 
placenta, and even the whole placenta, may be retained without causing any symptoms. 
Septic infection of the tissues is never caused ; if there is any fever it is due to septic 
absorption, and, in such cases, operative removal is dangerous and is often the direct 
cause of septic infection. In the post-mortem records of 54 cases of puerperal fever, 
retained placenta was found on two occasions only. As all the author’s cases were 
treated by radical measures, he can give no results of purely expectant treatment. 


Puppel’s conclusions are :— 

(1) Retention of membrane is never a cause of puerperal fever. 

(2) Operative treatment for retained membrane is never justified and often causes 
severe infection. 

(3) Retention of placenta never causes puerperal fever, and to remove pieces in 
this supposition is not justified. 

(4) Removal is dangerous and should be reserved for cases with hemorrhage and 
severe fever, especially in febrile cases. The removal, when it cannot be postponed, 
should be performed very carefully to prevent spread of infection. E. H. 


A Rare Variety of Placental Cyst. 

M. Kricer (Zeitschr. f. Geb. u. Gyn., Bd. Ixvii, Ht. 2). The usual form of 
cyst lies on the foetal aspect of the placenta, beneath the amnion, which can be 
readily stripped from its projecting surface; the larger ones lie near the insertion of 
the cord, the smaller ones nearer the periphery of the placenta. 

The present specimen was obtained from a primigravida of 28, operated on for 
extra-uterine gestation; the foetus was living and 14cm. long. The cyst lay in the 
extreme periphery of the placenta, and was as large as a walnut. It lay on the 
chorionic surface amongst the villi, to many of which it was connected by adhesions. 
A pedicle, 4cm. long and 1-2mm. thick, passed from the cyst towards the amnion, 
where it was attached at the insertion of the cord. The blood-vessels of the pedicle, 
which were branches of the umbilical vessels, had varicose-like dilatations just before 
they passed into the main vessels. 

Microscopically, the outer part of the cyst-wall was formed of syncytium and 
Langhans’ cells, which in places formed projecting buds, many of which had under- 
gone hyaline degeneration. The inner part of the wall was formed of a thin layer 
of fibrous tissue, with an innermost thin layer of fibrin. The pedicle was formed of 
cedematous fibrous tissue, containing an artery and a vein, and covered with syncytium 
and Langhans’ cells. In the remainder of the placenta many of the villi were slightly 
dilated and cedematous, and there was blood-clot in one place beneath the amnion; 
otherwise there was nothing of note. 

The cyst, then, had originated from a chorionic villus which had become enor- 
mously dilated by a transudation of cedematous fluid into its interior. The condition 
was all the more remarkable because of the very slight changes in the other villi. 
The process of its formation is analogous to hydatidiform mole, and many other villi 
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showed an incipient stage of this. The great cedema and consequent dilatation was 
doubtless due to some circulatory change, such as twisting of the pedicle; though 
there was no definite proof of this, yet a certain amount of support is lent to it by 
the varicose dilatation of the vessels. E. H. 


Acute Infections in Newly-born Infants. 

Savar& (Annali di Ostetricia, May 1909) reported to the Tuscan Society of 
Obstetrics and Gynecology two cases of acute infection in newly-born children, 
with the clinical history and subsequent pathologic discoveries. One child died 
30 hours after birth from purulent meningitis and diffuse diplococcic capillary 
bronchitis; the other died 48 hours after birth from streptococcic peritonitis. 
After rapidly reviewing the different sources and channels through which micro- 
organisms might infect the foetus, Savaré proceeded to show by exclusion, that in 
both cases the infection was maternal in origin and due to the passage of micro- 
organisms through the placenta. Since the child in the second case lived two days 
after birth, it was urged that sepsis might have occurred when the cord was ligatured 
and cut, but this was unlikely as there was no external or internal evidence of 
inflammation in the cord. On the other hand, the placenta showed marked 
changes in the syncytium. In the first case the origin of the diplococcic infection 
might be attributed to a catarrhal tonsillitis which the mother had during the last 
days of pregnancy, the streptococcic infection of the second seemed due to an acute 
polyarthritis which caused interruption of pregnancy at the 8th month. Savaré 
thought the two cases of interest, because of the somewhat uncommon bacteriologic 
discoveries in the second case, and because the first shows that even slight maternal 
illnesses may have fatal results in the infant, since its organic resistance is feeble. 

T. H. F. 


True Adenoma of the Navel. 

Rosert HERZENBERG, Moscow (Deutsche m. Wchms., 1909, No. 20), gives an illus- 
trated description of true adenoma (new growth of embryological character with 
ciliated epithelium), which is of very different structure to false adenoma, that is, 
the bulging forwards into the open umbilical ring of the adjacent part of the ductus 
omphalo-mesentericus after its intestinal development. 


J.J. M. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYN-XCOLOGICAL SECTION. 
Meeting held June 10th, 1909, the President, Dr. Herpert Spencer, in the Chair. 


Mr. J. Brianp-Surron. read a short communication on 
Rep DEGENERATION OF A UTERINE FIBROID 
associated with staphylococcus pyogenes aureus. 

The patient, a primigravida, when two months pregnant, was seized with an 
acute and sudden abdominal pain. At the operation performed 24 hours later the 
patient was found to have a large subserous fibroid and several interstitial ones. 
Hysterectomy was performed and the tumours carefully examined by Mr. Somerville 
Hastings. The larger fibroid presented an area of softening, and the surface over 
this area was covered with lymph. From this “infarcted area” a pure culture of 
staphylococcus pyogenes aureus was obtained. No micro-organisms were detected 
in the interstitial fibroids, although they exhibited the red change in streaks. 

Mr. G. F. Darwatt-Smira read a short communication on 

Aw Unvusvat Sotip Tumour or THE Ovary. 

The patient from whom the tumour was removed was a multiparous woman, 
xt. 36. She was found to have a rounded, solid tumour in the right posterior 
quarter of the pelvis the size of a man’s fist. This was removed, and on examination 
the tissue of the ovary could be seen to be stretched as a capsule over the substance 
of the tumour pioper. The cut surface of the tumour looked like an ovarian fibroma. 
On microscopical examination, scattered about in the fibrous stroma were seen 
strands of cells resembling those of glandular epithelium. Some of these cells 
showed degenerative changes. The diagnosis seemed to lie between endothelioma 
and adenofibroma. 

Dr. W. S. A. GrirritH mentioned that he had removed a similar tumour of the 
right ovary with similar microscopical characters. The tumour showed clinically 
no signs of malignancy. 

A short communication by Dr. Keparnatx Das on 
Fatat CHonpro-DystRopHIa 
as a cause of brow presentation and dystocia was read, and notes of two cases of 
this condition were given. 
Dr. J. S. FarrBarrn read a paper on 
PRIMARY CHORION-EPITHELIOMA OF THE Ovary, 
which appeared on p. 1 of the July number of this Journat. 
Dr. Buatr Bett read a paper on a case of 
Roupimentary Uterus Diperruys, 
with ectopia of each uterine body in an inguinal hernia sac, with some remarks on 
the development of the female genital organs. 

The patient was a young woman, xt. 20, who had had a double inguinal hernia 
all her life. Lately there had been attacks of abdominal pain, which caused her 
to seek advice. 


The patient was found to be well-developed and intelligent. She had never 
suffered from monthly molimina. 


The external genitals were normal in appearance and covered with hair. 
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There was total absence of the vagina, but a circular fringe indicated the formation 
of a hymen. Per rectum no pelvic genital organs could be detected. 

At the operation a central sub-umbilical incision was first made in order to 
investigate the state of affairs. There was a smooth and uninterrupted vesico-rectal 
pouch. Above the true pelvis on either side there was a large hernial orifice. 
Protruding down the right aperture was the Fallopian tube and ovary; on the left 
side only the fimbriated extremity of the tube was visible. An incision was next 
made over the left inguinal canal, and the hernial sac—together with the left uterine 
body, which was firmly incorporated with it, and the Fallopian tube and ovary— 
was removed, and a radical cure effected. On the right side the hernial sac and the 
uterine body were separated from the Fallopian tube and ovary and removed, a 
radical cure of the hernia being then carried out. The patient made an uninterrupted 
recovery. On histological examination the left ovary was found to be functional. 

The conditions of uterus didelphys and hernia of the uterus were discussed and 
their relative importance considered. The rarity of actual ectopia of uterine bodies, 
such as was found in the case described, was mentioned, the only other similar cases 
on record being those of Roux and Werth. Finally, the “descent” and development 
of the genital organs was considered in so far as the malformation found in this 
and other cases seen and mentioned by the author were concerned. ‘The conclusion 
arrived at was :— 

That uterus didelphys (and ectopia of the uterine bodies) is due to absence of 
fusion of the Miillerian ducts, caused by the deficient action of the decussating 
subperitoneal muscular fibres which normally form the external coat of the uterus; 
and also (especially when ectopia co-exists) by the deficient formation of utero-sacral 
muscular fibres. As a contributory factor a short genital mesentery plays an 
important part. 


Meeting held July 8th, 1909, The President, Dr. Hersert Spencer, in the Chair. 


A short communication on a 


Case oF Non-OvartaN Petvic DermMoip Tumour 


was read by Miss Frances Ivens, M.S. 

She pointed out that dermoid tumours originating in the pelvic connective tissue, 
non-ovarian in origin, are apparently of infrequent occurrence, and that she had only 
been able to collect 29 reported cases. 

Gebhard, when commenting on the rarity of these tumours, points out their 
tendency to be of a somewhat simpler structure than the highly complex ovarian 
dermoids, hair and teeth being of infrequent occurrence. 

Their origin is uncertain, and symptoms when present have been chiefly due to 
pressure on adjacent pelvic organs. Repeated attacks of pelvic inflammation have 
usually occurred. The case recorded by the author was that of a married woman, 
zt. 26, nulliparous, who was admitted to the Liverpool Stanley Hospital complaining 
of severe pelvic pain. It caused her great pain to sit down, and also during 
defecation : she had suffered, but to a less degree, from attacks of a similar nature 
during the past seven years. A fixed, tender fluctuating swelling, the size of a 
goose’s egg, was felt high up in the left fornix, and was thought to be a pyosalpinx 
or ovarian abscess. A few days later some substance, like thick matter, was said to 
have been passed per rectum. Laparotomy was performed, and the tumour was then 
found to be beneath the peritoneum and in front of the rectum, and to have no 
connection with the uterus or appendages. The peritoneum over it was incised, and 
the tumour shelled out and removed entire. No drainage was employed. On 
examination of the cyst it was found to contain a buttery material of an apple-green 
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colour and very offensive odour, and the cyst wall, which was thick, presented at 
one point a softened area where it probably had intermittently communicated with 
the rectum. The cyst was lined with granulation tissue, from which all traces of 
epithelium had disappeared. ‘lhe patient, who exhibited some alarming symptoms 
indicative of toxemia for the first few days, ultimately recovered, and left the 
hospital well. 

Dr. G. E. Herman said that he had, in a lecture published in 7'he Clinical Journal 
of August 22nd, 1900, p. 277, recorded a case of a plevic dermoid not ovarian, which 
suppurated whilst the patient was recovering from an uncomplicated ovariotomy. In 
a paper on “The Suppuration and Discharge into Mucous Cavities of Pelvic Dermoid 
Cysts,” published in vol. xxvii. of “The Transactions of the Obstetrical Society of 
London,” 1885, p. 254, he had collected a number of cases, some of which he thought 
were certainly not ovarian. 

Mr. ALBAN Doran desired to know Miss Ivens’ opinion about the origin of the 
dermoid. It was not probable that the dermoid elements arose from displaced 
ovarian tissue, but it seemed very likely to be the homologue of the dermoid cysts 
occassionally found in the abdomen of men, as in Ord’s case recorded in the 63rd 
volume of the “ Medico-Chirurgical Transactions,’ where the tumour was closely 
related to the bladder and rectum. 

Dr. F. H. Cuampneys said that he had seen one similar case. ‘The tumour lay 
between Douglas’s pouch and the sacrum, was about the size of an orange, and had 
no apparent connection with either ovary. It came into notice first during labour, 
caused considerable obstruction, and the patient died of sepsis. 

The Presipent (Dr. Herbert Spencer) asked whether it was possible that the 
tumour was a degenerated fibroid. He had met with a case in which he had 
enucleated a tumour per vaginam from Douglas’s pouch. The pultaceous contents 
led him to think it was a dermoid. He had to open the abdomen for oozing, and 
found that it was a fibroid which had grown from the back of the lower segment. 
Examination of the tumour with the microscope showed it to be a cystic fibro-myoma. 
He had several times observed the solidification of the contents of degenerated 
fibroids (from clotting), and this he thought might be mistaken for the setting of 
the liquid fat of a dermoid. 

Miss Ivens regretted that she had not seen the paper by Dr. Herman on the 
suppuration and discharge into mucous cavities of dermoid cysts of the pelvis, and 
mentioned that her communication referred entirely to retro-peritoneal dermoids. 
In answer to Mr. Doran’s question respecting the origin of the cyst, Miss Ivens said 
she believed it to be derived from foetal remnants, probably the post-anal gut or 
projection of the hind gut behind the proctodeal depression. Replying to the 
President that no hair or skin lining could be seen, she said that the diagnosis rested 
on the greasy character of the contents, which though liquid on removal, solidified to 
the consistency of butter on cooling. After repeated attacks of suppuration 
extending over a period of seven years, it was unlikely that the original lining of 
the cyst could be demonstrated. 


PRESIDENT’S VALEDICTORY ADDREss. 


Dr. Hersert SPENCER then delivered a valedictory address to mark the close of 
his term of office as President of the Section. 
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Tue Coxtrectep Papers or JosepH, Baron Lister. Member of the Order of Merit; 
Fellow and sometime President of the Royal Society; Knight Grand Cross of 
the Danish Order of Danebrog; Knight of the Prussian Order Pour le Mérite; 
Associé Etranger de l'Institut de France. In two volumes. Oxford: At the 
Clarendon Press, 1909. Price Two Guineas net. 


All who study medical literature are familiar with the /'estschrift. The fellow 
students, colleagues and pupils of a great authority celebrate his jubilee or retire- 
ment by presenting to him, not a rich china or gold and silver tea-service, nor a 
precious vase, but a collection of their own contributions to science, medicine or 
surgery. Such is the custom, and we must admit that it has its advantages. Men 
of real worth do their best to supply monographs and scientific sketches of some 
weight, and there is much grace in such contributions, for they repay the master in 
kind. Still, the Festschrift in its usual form is not likely to be adopted in the 
British Empire. These two fine quarto volumes represent a testimonial of this type 
in that decidedly better form where the articles which make up the work are from 
the brain and pen of the master, not of the pupil. No doubt much good work put 
into print by less distinguished- men than Lister is wasted. On retirement, the 
hospital medical officer may sigh when he feels that the papers which he has written 
and read before societies, and the articles which the editors of the great weekly 
medical papers have graciously admitted into their columns cannot conveniently be 
collected into one compact work. For he suspects that it is by no means certain 
that anybody will care to read them, and he knows that matter of the kind in 
question deteriorates so rapidly in value that it becomes for the most part out of 
date within his own life time. On that account he spares himself an expense which 
would not be likely to conduce either to his honour or to his profit. 

There can, on the other hand, be no such objection to the collected writings of 
Lord Lister, for they represent the steady development of principles and practice, 
and the rejection of old and adoption of new methods which mark his distinguished 
career. The progress of the master’s labours teaches us that the greatest men are 
the least prone to insist that their current views and ways are absolute and final. 
It is the lesser folk who jump to such conclusions. Fools admire, but men of sense 
approve, says Pope. Whom did we think of twenty years ago when we heard the 
word spray? Where is the spray now— It has gone away in the Ewigkeit, with 
Hans Breitmann’s party, but the teacher lived to discard it of his own accord and 
lives still. 

A word must be said in commendation of those who have prepared this great 
literary memorial of Lord Lister. The committee which prepared these volumes for 
the press consisted of five members, namely three former colleagues, Sir Hector 
Cameron, Sir Watson Cheyne and Mr. Rickman Godlee, besides Dr. C. J. Martin, 
Director of the Lister Institute of Preventive Medicine, and Dr. Dawson Williams, 
the talented and genial editor of the British Medical Journal. They have performed 
their task admirably, for the articles have been judiciously arranged and what is 
even more important, well indexed. Criticism of the work of Lord Lister would be 
impertinent and a thorough review impossible. We consider that this publication 
is needed for the private as well as the public library, and is well worth the two 
guineas net at which it is sold, and therefore we will turn attention to those articles 
which are the most likely to prove of special interest to those among our readers 

who may be induced to purchase these “Collected Papers.” 
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The articles in the first volume are divided into two parts: “Physiology,” and 
“Physiology and Bacteriology.” Many of the papers in the first part are very 
familiar to us all, especially certain essays on coagulation, and Lord Lister’s far 
famed treatise ‘On Anesthetics,” issued in the three editions of Holmes’s “System 
of Surgery.” All three editions of the treatise itself are re-published, and their 
perusal cannot fail to prove most instructive to the anesthetist, and also to the gyne- 
cologist who in these days so often performs operations which demand prolonged 
anesthesia. “A Case of Ligature of the Brachial Artery” for secondary hemorrhage 
in a very unfavourable subject, shows that Lister was already a bold surgeon in 
1858, ready to operate on conservative principles not in vogue fifty years ago. The 
“Effects of the Position of a Part on the Circulation through it,” read before the 
Harveian Society in 1879, has been revised and enlarged by its author. 


In the second part we find a contribution to the Monthly Journal of Medical 
Science in 1854 entitled “Report of a Case of Carbuncle occurring in Mr. Syme’s 
practice, illustrating especially the pathology of that disease” which is worth reading 
if only to show how profoundly the views of pathologists have changed. ‘‘ With 
regard to the cause of the disease, it must be confessed that in the case above 
reported, none can be assigned The constitutional vice, of whatever 
nature, was latent.” Turning to practice, the author reminds us that Syme taught 
that carbuncle is an inflammation of peculiar intensity and therefore requires in its 
early stages general antiphlogistic treatment and local blood-letting in the form of 
free incisions, which if practised sufficiently early, cut short the inflammation, and 
prevent it from running on to sloughing. The surgical dialect, as we may call it, 
current in 1854, reads oddly when we know that it came from the pen of Lister. 
It is strange that the great Syme taught that the benefit of free incisions was due 
to local blood-letting. Several essays and monographs on bacteria deserved preserva- 
tion even if only because of the extreme elearness with which Lister demonstrates 
the researches of others. Writers of text-books and of leading articles in medical 
newspapers should read Lister’s admirable summary of Buchner’s experiments estab- 
lishing the relation of Bacillus anthracis to the hay-bacillus. 

The articles in the second volume are divided into three parts, “The Antiseptic 
System,” “Surgery,” and “Addresses.” The first part is, without doubt, the most 
essential of the whole series. There we find a paper “ On the Antiseptic Principle 
in the Practice of Surgery” read at the Dublin meeting of the British Medical 
Association in 1867, when pus and poultices were familiar objects in our hospitals, 
and when the dresser in the surgery placed lint soaked in septic cold water on 
fresh wounds in out-patients’ integuments. Many of us read the new doctrines with 
avidity but too often misapplied them at first, so that we were discouraged at the 
effects of carbolized oil applied to wounds which we were not aware were already 
septic. The now forgotten “antiseptic lac” caused a sensation when shown by the 
medical officers of London hospitals to admiring house surgeons and dressers, but it 
was not unfrequently put on too late, with the result that when it was removed a 
pool of pus was laid bare. But year by year pupils of Lister came down South, 
and at length the master himself was appointed surgeon to a London hospital, so 
that the profession at large soon understood how the antiseptic teaching should be 
put into practice. For not only did the Metropolitan British student learn, but foreign 
surgeons of eminence or younger men acting as their delegates flocked to London, 
and returning carried Listerism to distant universities, to desert wilds and to the 
battlefield. The care with which Lister himself pursued those studies, noting every 
failure or partial success, is shown in several passages in the Dublin Address, 
especially in his clinical report of the unruly youth who repeatedly tore off the 
dressings of carbolic oil, lac-plaster and other antiseptic media which Lister had 
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carefully applied to a contused wound. The unfavourable changes in the wound 
after each disturbance are clearly recorded. The blame could not be attached 
to the patient in many cases in those days under the care of other surgeons who 
imperfectly understood Lister’s principles, cases where the wound failed to heal by 
first intention and where the new system was no more at fault than the patient. 

The year of the Dublin Address passed away, and soon the ’seventies began, the 
decade when Lister was at his zenith as the fighting and writing leader of that 
surgery which is now the order of the day. In this second volume we see how the 
problem of antiseptic surgery was gradually solved. The working of ‘the sum is 
published in full, and the chronological order of every modification can be followed 
by reference to the bare dates of the original publication of each article included in 
this volume. We can see how the master favoured the spray and the drainage tube, 
and held that carbolic acid was the best antiseptic, when he contributed to the 
Lancet in 1875 a series of papers “On Recent Improvements in the Details of 
Antiseptic Surgery.” The sketch of the rubber tube, and the advice about cutting 
holes in it towards its free end and not near the surface, revive old memories in 
those who were qualifying in the mid-’seventies. Let us mark, however, that Lister 
already began to consider the relative value of other antiseptics besides phenol. 
He tested boracic acid on himself first. The circumstances deserve to be remembered. 
Stang, a Norwegian surgeon, when visiting Lister in Edinburgh, informed him that 
a new patent antiseptic had been discovered in Sweden and was already in use 
by the year 1872 in that country for the preservation of articles of food and also 
as an application to wounds. He afterwards sent a sample to Lister, informing him 
that both in its form as a powder (“aseptin”) and in its liquid state (“amykos”) it 
was really boracic acid. “It happened,” writes Lister, “that I was just then 
suffering from onychia of the little finger, attended with excessive fcetor, and’ at the 
same time exquisitely sensitive, so that even a very weak solution of carbolic acid 
caused almost intolerable pain, whilst it entirely failed to subdue the pungent 
ammoniacal odour. I at once gave a trial to the amykos, using it just in the same 
manner as the former lotion, dropping some of the liquid upon the tip of the finger 
and wrapping it in lint soaked with the same fluid and covered with gutta-percha 
tissue. The drops of the amykos, as they fell on the sensitive surface, caused not 
the slightest twinge of uneasiness; yet when I changed the dressing, after the usual 
interval, I was surprised to find an almost entire absence of foetor. Here, then, I had 
at once sufficient evidence that the new antiseptic, when employed in the form of 
watery solution, was both highly efficient and much less irritating than carbolic 
acid.” 


Nine years passed after the above quoted papers appeared in the Lancet. By 
1884, many disciples and rivals were in the field. But Lister had not lost his zeal 
for improving on his methods, and now, as before, admitted that specific failures 
had led him to seek new and more reliable agents for insuring antisepsis. In an 
address at the opening meeting of the Medical Society of London, October 20th 1884, 
he admitted that when he spoke a year earlier on fracture of the patella at another 
meeting of that institution some of his hearers thought that he was over-confident 
in the trustworthiness of antiseptic treatment. He little thought, he added, that a 
year later he should have to tell of failures on his own part, yet such, he allowed, 
was the case. Experts were finding out that an antiseptic was not necessarily a 
bactericide. Koch had recently shown that corrosive sublimate, a non-volatile 
compound, could in very weak solution destroy the vitality of the highly resistant 
spores of the Bacillus anthracis, one of the toughest of all spores. Lister employed 
the sublimate. But five years after he had commenced its routine use in the dressing 
of wounds, he once more addressed the Medical Society, admitting that the sublimate 
had its disadvantages. Sal alembroth was superior as a non-irritant. We all 
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remember what a familiar sight was alembroth wool in Metropolitan operating 
theatres in those days. Many of us, however, were not aware that Lister never 
really favoured the dead-blue stained gauze and wool. “It has leaked out,” he 
remarked, “that I have used them, and they have come into extensive employment, 
but never with my published sanction.” This observation surprized many Fellows 
of the Society who came to hear the “ Address on a New Antiseptic Dressing” in 
November 1889, but not those who knew him personally in hospital practice. The 
new antiseptic was the double cyanide, and it is still deservedly popular. 


In the meantime what had become of the spray? Already in 1875 Lister observed 
at the Edinburgh meeting of the British Medical Association: “If we could 
dispense with the spray, no one would rejoice more than myself; but until somebody 
wiser than I am can supply some better means, we must continue to use it.” 
Fifteen years later, at Berlin, he publicly announced that he had abandoned the 
spray in 1887, and compensated for its absence by antiseptic washing and irrigation 
and by surrounding the seat of operation with widespread towels wrung out of an 
antiseptic solution. At the same time he dwelt on the principles and practice of 
some British surgeons who opposed antiseptic precautions altogether. They personally’ 
did not see so clearly as to be the founders of the aseptic system. Yet the. 
controversies led to great activity in clinical research and in experiments on the 
keeping of septic germs from aseptic wounds, contributing greatly to those improve- 
ments which have brought about the aseptic system and its admirable results. We. 
now make aseptic all instruments, dressings and fluids used in surgery. But when 
Lister began his labours the whole building, wherever there was a hospital, was 
soaked in sepsis. He made the hospital wholesome, the first essential for the 
system now current, therefore he was the father of aseptic surgery. In 1880 he was 
so to speak, antiseptic surgery itself, indeed the Germans would speak of a badly- 
dressed wound as “nicht wohl gelistert,’ and had he been less modest he might 
have said (’antisepsie «est moi. Aseptic surgery is his child, highly educated by his 
disciples with glorious results to humanity. 

We know how the lying-in hospital has been purged of sepsis, we know 
what Cesarean section meant once and what it means now, and it was the disciples 
of Lister that brought about the great reform in the management af the puerperium. 
He left that task to those competent to undertake it. In gynecology he came 
in direct opposition to two surgeons of high repute. Lawson Tait was not a man 
of science, and he completely spoilt his arguments by shifting his ground and 
raising ad captandum side issues. This great operator who did so much to advance 
abdominal surgery had not the qualities fitting him for a counsel for the prosecution 
of the antiseptic system, still less had he the talents necessary to establish the 
technique of asepsis, then militant and now triumphant. The other fighting 
gynecologist is yet living. “Dr. Bantock,” says Lister, “whose remarkable series of 
successful ovariotomies, may seem to justify his practice, does not, I believe, prepare 
his ligatures antiseptically ; and I understand that he uses for tying the pedicle of a 
tumour, silk twist of so strong a nature that it can be trusted to bear the needful 
strain, with a diameter of only about 1-30th of an inch. But it would surely be 
wiser to sterilize even so slender a cord. Who can say that septic mischief may 
not occasionally lurk in the ligature in a form which may baffle the phagocytes?” 
The progress of asepsis has shown that Lister was right. At present the more 
thoroughgoing aseptic surgeons are those who are the most doubtful about absolute 
sterilization of ligatures even by their own methods. Lister considered that Tait and 
Bantock’s practice was “by no means conducted without antiseptic precautions, nor 
would they, I am persuaded, desire that such an impression should prevail.” He 
commends their careful purification of their sponges, for “if there is one thing more 
important than another in the antiseptic management of wounds of the peritoneum 
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it is the avoidance of impure sponges.” So spake Lister at Berlin in 1880. Now, 
the aseptic school have thrown over marine sponges, finding it impossible to ensure 
their purity. 

In conclusion, when we remember how much we as obstetricians and gynecologists 
are indebted to Lister, the value to us of The Collected Papers becomes evident. 
The reviewer has endeavoured to show what the great surgeon suggested to us. 
We all know with what brilliant results the modern gynecologist has acted on those 
suggestions. 


Tue Narurat History or Cancer. By W. Roger Williams, F.R.C.S. Crown 8vo. 
pp. xiv+519. Tllustrated. London: Heinemann, 1908. 


Mr. Roger Williams is a disciple of Darwin and Spencer. In the book before us 
he has attempted, not without success, to place the study of cancer upon a broad 
basis, as a branch of general biology. The objects of the book are well indicated in 
the author’s preface :— 

“The subject of cancer has hitherto been investigated far too exclusively by the 
pursuit of details in ultimate analysis; and hardly at all by the synthetic and 
comparative methods, which have been so profitably employed in other branches of 
biological research 

“In order that the immense stores of miscellaneous items of knowledge accu- 
mulated during the last half century by dispersive analysis, may be profitably 
utilised for cancer research, concentration is above all things necessary; for only 
thus can a higher plane of progress be attained. 

“Moreover, since the cure of cancer altogether transcends present experience, I 
have in this work specially endeavoured to elucidate the causation and prevention 
of the disease rather than its cure; for which, in my opinion, reliable indications 
are lacking. 

“To this end I have devised and applied a new method of cancer research—- 
which may be called synthetic—whereby I have shown that there are modes of life, 
various habits and so forth, which tend to prevent the incidence of cancer almost 
entirely in healthy stocks, and greatly to reduce its ravages, even among those 
hereditarily predisposed.” 

It will be seen that Mr. Williams does not believe in the efficacy of operation, 
however early, as a cure for cancer, a view which seems unduly pessimistic and 
discordant with fact. 

The author supports the intrinsic view of the origin of tumours, as opposed to 
the extrinsic or parasitic theory. He regards tumours as mutations, comparable to 
“sports” or “bud variations,” and determined like them by the cumulative effect 
of changed conditions of existence, the most important of which in the case of 
animals are excess of food, changed environment, and want of proper exercise. He 
denies the difference which Weismann assumed to exist between the germ plasm 
and the somatic protoplasm, and believes that many of the less differentiated cells 
in the body possess a dormant reproductive power. In low forms such as Hydra, 
a small fragment of the somatic protoplasm may form a new individual. In higher 
forms the somatic cells, though incapable of forming a new individual, may never- 
theless partially regain their reproductive autonomy and may thus give rise to a 
tumour. As the author very neatly puts it:—“A tumour is the outcome of an 
abortive attempt by certain cells to repeat agamically some portion of the normal 
ontogeny.” 

The present writer avows himself a supporter of this theory of the genesis of 
cancer, as the simplest hypothesis which explains the facts. 

The minute structure of growths, and the numerous questions relating to cancer— 
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such as that of dissemination—which depend upon histology for their final solution, 
are dealt with in a somewhat cursory manner, and upon this branch of its subject 
the book can hardly be considered authoritative. In his earliest chapter the author 
says: “Hitherto research has been far too exclusively directed to the histological, 
morphological, and experimental conditions of tumours, while the ensemble of their 
characters and their inter-relations with other biological processes have been but 
little studied. The object of the present work is to remedy these defects by giving 
a right bent to research and a scientific basis to the pathology of cancer and tumour 
formation.” In the sentence just quoted the strength and the weakness of the 
book stand revealed. It should be read and pondered, especially upon the subject 
of etiology, by all who are interested in cancer research, as a corrective to narrow 
views and an invaluable storehouse of facts and references. But it appears none 
the less certain that the future of cancer investigation rests with the men of the 
laboratory—the histologists, the morphologists and the experimenters—and not in 
the region of comparative biology. 

The erudition and literary research involved in the work may be imagined from 
the formidable total of about 1,500 authors whose work is cited, with in most cases 
detailed references to the original source. Mr. Roger Williams’ work demands the 
respect due to a lifetime of thought and study, and a profound and unexcelled 
knowledge of the literature of cancer. The book ensures for its author a permanent 
and honoured place in the history of the subject. W. S. H. 





